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in a wide range of laboratory procedures... 
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Dehydrated e Prepared in Tubes and Bottles 
e@ Peptones and other Culture Media Ingredi- 
ents e RIMSEAL Sterile Disposable Plated Media 


LABORATORY APPARATUS 


BREWER Automatic Pipetting Machines e Anaer- 
obic Jars e Petri Dish Boxes e Slide Staining 
Racks e Culture Tube Cabinets e Bacteriolog- 
ical Display Racks e Tube Rotators e Dilution 
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MICROBIAL SUSCEPTIBILITY TEST ITEMS 
SENSI-DISC antimicrobial discs e Automatic 
SENSI-DISC Dispenser 


MISCELLANEOUS 


Stains e Indicators e Chemicals e Carbohy- 
drates e TAXO Discs for Microbial Differentia- 
tion e Kit Ampules for Sterilization Control 
e Disposable Polyethylene Lab Gloves e Fluo- 
rescein Isothiocyanate e Penicillinase e Ceph- 
alin Cholesterol Antigen 
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the choice--by acclamation! 
for therapy 


In the less than 2 years since griseofulvin —first orally effective antifungal antibiotic 
—was introduced, over 250 leading investigators have published over 150 clinical 
reports and reviews in 20 countries concerning results in over 4,500 patients 
with dermatomycoses. Almost all of the patients benefited from griseofulvin. 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 
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Top-rated 

topical for your 
treatment table... 
for your 
prescription use 


EFFECTIVE AND SAFE FOR CUTANEOUS BACTERIAL 
INFECTIONS—/I mpetigo and pyoderma respond- 
ed promptly to FurRAcIN: “treatment was usu- 
ally necessary for only several days or one 
week at most.” There was a low incidence of 
hypersensitivity: only 1 reaction among the 92 
Furacin-treated patients with these conditions. 
Application of Furacin to infected, chronic 
leg ulcers, “previously resistant to many types 
of treatment, was attended by marked clear- 
ing of the infection and healing of the ulcera- 
tions without any adverse reaction.” 


In the over-all group of 212 dermatologic 
patients, Furacin (Soluble Dressing, Cream 
or Solution, applied three times daily) was 
also successful in treating furunculosis, folli- 
culitis, pustular acne, sycosis vulgaris barbae, 
and ecthyma. Hypersensitivity may be mini- 
mized by limiting application to “the recom- 
mended five-to-seven-day period,” particularly 
“in lesions overlying a large, active vascular 


Weiner, A. L., and Fixler, Z. C.: J.A.M.A. 169:346, 1959. 


@ broad bactericidal range includes certain 
stubborn staphylococcal strains @ has not de- 
veloped significant resistance @ nontoxic,and 
nonirritating @ does not retard epithelization 
@ low sensitization rate @ stable and long- 
acting, even in exudates 


brand of nitrofurazone 


@ Soluble Dressing @ Soluble Powder 
© Solution @ Cream @ HC Cream (with 
hydrocortisone) @ and other special 
formulations for every topical need 
EATON LABORATORIES 

((aton)) Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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NEW 
BOOKS 


1. HUMAN ECOLOGY AND HEALTH, An introduction for Administrators 


by EDWARD S. ROGERS, M.D., M.P.H., Professor of Public Health and Medical 
Administration, School of Public Health, University of California (Berkeley). 

An ecologic approach to understanding the trends and patterns of today's health 
needs and health services responsive to them. 


DESCRIPTIVE DATA — Part |. Demographic Background; Part Il. The Health Status 
of the Population of the U.S. ANALYSIS — Part Ill. An Ecologic Approach to the 
Concept of Health and Illness. SUPPLEMENTARY READINGS — Part IV. Readings 
and Related Tables (from outstanding writers on public health and related fields). 

price, $7.75 


MEDICAL ENTOMOLOGY, New sth Editon 


by WILLIAM B. HERMS, Sc.D., Late Professor of Parasitology, Emeritus, University of 
California; revised by MAURICE T. JAMES, Ph.D., Professor of Entomology, 
Washington State University. 

The new, revised, and completely rewritten edition of a book the Journal of the 
American Medical Association called, ‘'...an authoritative guide to the practical 
application of entomology." 


FEATURES NEW MATERIAL ON: Morphological parts * Mosquito abatement ® Resist- 
ance to insecticides * Basic physiology and genetics of resistance * Bionomics of 
medically important arthropods ® Modern control methods * Use of systemic insec- 
ticides ® Mosquito-borne encephalitides * etc. New anatomical material enhances 
the value of the text, particularly in application to laboratory work. 


price, $12.50 


Oo. MANUAL OF CARE FOR THE DISABLED PATIENT 


by ARTHUR J. HEATHER, M.D., Medical Director of the Eugene du Pont Memorial 
Hospital, Wilmington, Delaware. 
Essential to everyone involved in the care and rehabilitation of disabled persons. 


THE MANUAL COVERS: The hemiplegic patient * Voluntary contro! of urination * 
The neurogenic bladder (cord bladder) ® Urinary complications and bladder train- 
ing * Decubitus ulcers (pressure sores} * Bowel training ® Nutritional problems 
of the severely disabled * The arthritides © Osteoporosis * and prosthetics. 
price, $3.75 


The Macmillan 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 
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during hospitalization... 
throughout convalescence 


SUSTAGEN 


Complete therapeutic nutriment 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

By the time a patient reaches the hospital — what- 
ever his illness—undernourishment is sometimes 
a complicating factor. To overcome the problem, 
Sustagen offers a therapeutic diet of carefully 
controlled, essential nutrients—ideal for tube 
feeding, readily accepted in beverage form. This 
diet helps to promote good nutrition and hasten 
convalescence. 


in the home... 

The convalescent who continues to receive 
Sustagen at home is more likely to hold or in- 
crease his nutritional gains. Each glassful you 
specify adds 390 calories to his diet, including 
23.5 Gm. protein, 3.5 Gm. fat, and 66.5 Gm. 
carbohydrate — plus important quantities of all 
essential vitamins and minerals. sree 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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MORE HIGHLY PURIFIED 
PURIVAX Poliomyelitis Vaccine contains less monkey kidney protein than does 
commercial Salk vaccine. Consequently, the possibility of allergic 


sensitization is minimized. 


Standardization is achieved by precise physical (rather than biological ) 
methods so as to produce a uniform quantity of inactivated antigen in each dose. 


MORE RAPID PROTECTION 
PURIVAX Poliomyelitis Vaccine provides immunity in a higher percentage of patients 
who complete only two of the recommended three-dose series; this results in an 


earlier establishment of immunity in a significant proportion of patients. 


Immunity in all patients who received three doses of PURIVAX Poliomyelitis Vaccine 


has been reported.” 


GREATER SAFETY 

PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three 
types of poliomyelitis virus. Moreover, the highly virulent Mahoney strain of type 1 
has been replaced by the less virulent Parker strain for even greater safety. 


al lh impr 0 
R > 
C5 POLIOMYELITIS VACCINE, PURIFIED 
tio 
wi 
or 
Th 
sei 
the 
Sp 
tor 
Sy 
| 


polio immunization 


After Only TWO Injections 
Percentage of Patients Snowing Immunity to All Three Types of Poliomyelitis Virus* 


) % § 
IPUIRIVAX POLIOMYELITIS VACCINE 


> IMMUNE 


POLIOMYELITIS O 
VACCINE 
(Commercial Salk) 


IMMUNE 


Dosage and Administration: It is recommended that three injec- *Hilleman, M. R., Charney, J., Tytell, A. A., 
tions (intramuscular or subcutaneous) of 0.5 cc. each be given, Weihl, C., Cornfeld, D., Ichter, J. T., i 
with an interval of 4 to 6 weeks between the first and second Riley, H. D., Jr. and Huang, N.: Investigation 


into the development and clinical testing of 
injection. The third injection should be administered 7 months 

a poliomyelitis vaccine containing standardized 
or more after the second injection. 


amounts of purified poliomyelitis virus antigens, 


The preferred procedure is to complete immunization before the 1960 Symposium on Polio Vaccines, Newark, 
season when poliomyelitis characteristically increases. However, New Jersey, April 20, 1960. 

the vaccine may be administered throughout the summer season. 

Special circumstances such as exposure to the disease, tonsillec- For additional information, 

tomy, or trauma are not considered contraindications, write Professional Services, 

Supplied: 2-ce. vials. Merck Sharp & Dohme, West Point, Pa. 


@D MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


PURIVAX is a trademark of Merck & Co., Inc. 
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averts hazards 
of 
“paralytie factor” 


faster 
development of 
antibodies 


“excellent” 
recall 
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= safer 
rabies 
immunization 


RABIES VACCINE 
(DUCK EMBRYO) 


Dried Killed Virus 


Rabies vaccine of duck-embryo origin was 
developed by Eli Lilly and Company to elim- 
inate the “paralytic factor” present in vaccine 
made from brain tissue (Semple vaccine). All 
conventional vaccines of brain origin contain 
myelin, believed to be the causative factor in 
rabies treatment paralysis. Duck embryos con- 
tain little or none of the “paralytic factor.” 
Also, local reactions observed during clinical 
studies' were fewer and milder than those 
usually encountered with vaccine made from 
brain tissue. 


Clinically, it has been shown that rabies vac- 
cine of duck-embryo origin produces anti- 
bodies more rapidly than does the Semple 
vaccine.” 


Duck-embryo rabies vaccine gives excellent 
recall in persons previously immunized with 
Semple vaccine 


Available in 7-Ce:e packages (one-half com- 
plete treatment) at pharmacies everywhere. 


1. J. Lab. & Clin. Med., 45:679, 1955. 2. J.A.M.A., 173:333, 1960. 
3. New Engiand J. Med., 263.1058, 1960. 
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feels like 
a new 
woman 


basic therapy in vaginitis eliminates symptoms 
-itching - burning - leukorrhea - malodor - destroys 
pathogens - Trichomonas vaginalis - Candida (Mo- 
nilia) albicans - nonspecific organisms...alone or 
in combination: has these advantages: high rates 
of clinical and cultural cures - effectiveness even 
in menstrual blood and vaginal debris: safe and 
nonirritating to delicate inflamed tissue - esthet- 
ically acceptable with no disagreeable staining 


uroxime and furazolidone) Improved 
Suppositories 


EATON LABORATORIES 
ra) Division of The Norwich Pharmacal Company 
NORWICH, NEW YORK 
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VITAMIN A 


IN THE SPOTLIGHT 


Why Do We Need Vitamin A? Years of research going 

back as far as 1909 show that vitamin A is essential for children’s growth 

and the continuing health of our eyes, skin, and other parts of the body. 
The body gets vitamin A from many sources: 


— Vegetable foods rich in the carotenes (provitamins A): 
the body converts these to vitamin A; 


— Animal products containing vitamin A; 
— Processed foods fortified with vitamin A, or beta carotene, 
or both; 


— Pharmaceutical preparations containing vitamin A. 


nenaanene In spite of the acknowledged need for this 

Per Capite Civilien Consumption essential vitamin, and its ready availability 

ee ae | in many foods, a study by the U.S. Depart- 

ment of Agriculture* shows a decrease in 

per capita consumption, beginning in 1946 

(see chart). This trend could be reversed 

by increased use of foods naturally rich in 

vitamin A, or fortified with this vitamin by 

the processor. 

*Page 38, Catalog of Selected Charts, U.S.D.A. Misc. Publ. 799 


Free Vitamin Information. Ask ‘\e Roche Department of Education for the 
new 16-page booklet, Vital Stories About Some of the Essential Vitamins 
— A, B, (Thiamine), B. (Riboflavin), C (Ascorbic Acid), Beta Carotene. 
Free Technical Service for food processors and pharmaceutical manu- 
facturers from Roche Technical Department. Write or phone right away. 


FINE CHEMICALS DIVISION e HOFFMANN-LA ROCHE INC. ¢ NUTLEY 10, NEW JERSEY 
Roche Research and Roche Products Preserve and Protect The World's Health 


=: : ROCHE ROUND THE WORLD 


AFFILIATED COMPANIES: BASEL + BOGOTA + BOMBAY + BRUSSELS + BUENOSAIRES + GRENZACH 
(GERMANY) + ISTANBUL + JOHANNESBURG + LONDON + MADRID + MEXICO CITY + MILAN + MONTEVIDEO 
MONTREAL + PARIS + RIO DE JANEIRO + STOCKHOLM + SYDNEY + TOKYO + AGENCIES IN OTHER COUNTRIES 


rocne® Chart Courtesy of U.S. Dept. of Agriculture © 1960 WLR INC 
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Poliomyelitis-Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


-OUR 
DOCTOR WE 
LOVE 
TETRAVAX! OUR 
DOCTOR. 
“AND 
we ARE 
SINCERE / 


TETRAVAX. 


DIPHTHE AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases ...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
wi-hout damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


Additional information on TETRAVAX is available to physicians on request. 


TETRAVAK IS A TRADEMARK OF MERCK & CO., INC. 


muQo) MERCK SHARP & DOHME, Division OF MERCK & CO., Inc., WEST POINT, PA. 
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WANT 


MAXIMUM INFANT FEEDING VALUE PER DOLLAR 


When the budget is limited, there is an even greater demand for an infant feeding that is 
modest in cost yet insures the greatest possible nutritional quota. 
CONSIDER The Value and Low Cost of SIMILAC WITH IRON 
At only 27 cents per quart of feeding,* or less than a penny per ounce, Similac 
With Iron provides a sound, physiologic infant feeding plus prophylactic iron. 
COMPARE The Rising and Hidden Costs of Cow Milk Feedings 
Averaging above 27 cents per quart in more than half of major U.S. cities 
studied,** cow milk prices (fresh, home delivered) are rising monthly and 
have risen more than 30 percent since 1947-49.** And cow milk feedings are 
made even more expensive by the addition of vitamin, carbohydrate and iron 
supplements. 
SIMILAC WITH IRON, assuring 12 mg ferrous iron per quart of feeding, is the positive, eco- 
nomical protection from infant iron deficiency. Similac With Iron assures enough iron for 
first year growth demands and sets up stores for the second year. No added drops or supple- 
ments are required. 


WHEN GROWTH BEGINS TO DEPLETE THE IRON RESERVE: 


SIMILAC WITH IRON’ 


AFTER THE FIRST TRIMESTER OF LIFE 
*Suggested retail price for Powder: 99¢ per pound can. **Department of Labor Statistics, October, 1960. 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is ajyparently not cross-resistant with strep- 
tomycin or isomazid. 


IN BRIEF 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viocin is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision of the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and VIOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


SUPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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Tetracycline now combined with the new, more active antifungal anti- 
biotic- Fungizone- for broad Spectrum therapy / antimonilial prophylaxis 


A new advance in broad spectrum antibiotic therapy, 


MYSTECLIN-F provides all the well-known benefits of tetra- 
cycline and also contains the new, clinically proved antifungal 
antibiotic, Fungizone. This Squibb-developed antibiotic, which 
is unusually free of side effects on oral administration when 
given in oral prophylactic doses, has substantially greater in 
vitro activity than nystatin against strains of Candida (Monilia) 
albicans 

Thus, in addition to providing highly effective broad spec- 
trum therapy, MYSTECLIN-F prevents the monilial over- 


with such therapy. It helps co protect the patient from trouble- 
some, even serious, monilial complications 

New Mysteclin-F provides this added antifungal protection 
at little increased cost to your patients over ordinary tetracy- 
cline preparations 


Avatlable as: MYSTECLIN. F CAPSULES (250 mg./ 50 mg.) MYSTECLIN.F 
HALF STRENGTH CAPSULES (125 mg /25 mg.) MYSTECLIN-F FOR 
SYRUP (125 mg./25 mg. per 5 cc.) MYSTECLIN-F FOR AQUEOUS 
DROPS (100 mg./ 20 mg. per cc.) 

For complete information, consult package insert or write to Profes 


EW sional Service Department, Squibb, 745 Fifth Avenue, N. Y 22, N.Y 


growth in the gastrointestinal tract so commonly cnutenat 
4 4 Squibb Quality — 


) the Priceless Ingredient 
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Squibb Phosphate-Potentiated Tetracycline (SUMYCIN) plas Amphotericin B (FUNGIZONB) 
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are YOU’ 
too busy 
= to notice? 


The nutritional statements in this advertise- 
ment and the literature it makes available 
have been reviewed by the Council on Foods 
and Nutrition of the American Medical 
Association and found consistent with cur- 
rent, authoritative, medical opinion. 


ENRICHED ... 


and whole wheat flour 
foods are listed among 
the “Essential Four’ food 


groups set up by the U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


WHEAT FLOUR INSTITUTE 


working for a healthier America through nutrition 
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A younger person may not realize and the 
older person may have forgotten. But .. . 

Since 1941, practically all white bread, flour, 
processed cereals and macaroni foods in U. S. 
diet have been enriched with specified amounts 
of thiamine, niacin, riboflavin and iron. Since 
1941, deficiency diseases due to diet inadequate 
in these three B-vitamins have all but dis- 
appeared. Today clinical signs of beriberi, 
pellagra and ariboflavinosis are hard to find. 
In addition, the incidence of iron deficiency 
anemia has been reduced. 

Cause: enrichment. Effect: improved public 
nealth . . . a quiet miracle in applied nutrition. 
Today 80 to 90 percent of all white bread, 
family flour, cereal products and macaroni 
foods are enriched. Today these foods are so 
good nutritionally that any normal diet can 
be improved by eating them. 

For further details on the quiet miracle and 
what it means to you, fill in the coupon: 


FREE ~- USE COUPON OR SEND R, BLANK 


i 
To: Wheat Flour Institute AJPH-3 
i 309 West Jackson Bivd., Chicago 6 1 
n Please send me for professional review copies of the National § 
1 Research Council pamphlet, “Cereal Enrichment in Perspective,” 1 
1 and “The two minute story of THE QUIET MIRACLE,” for pos- r 
i sible professional distribution in quantities. (Please print) i 
NAME 
avpress 

city 


(Distribution limited to U.S. and possessions) 
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Beckman lists tetracycline as an effective 
antibiotic in obstetric prophylaxis, pertussis, 
staphylococcal pneumonia, urinary tract infections, 
bronchiolitis, and other infectious diseases. 
Nathan’ found tetracycline uptake enhanced in its 
“extremely well tolerated’ Cosa-Tetracyn form. 


1. Beckman, H.: Drugs -Their Nature, Action 


and Use, Philadelphia, Saunders, 1958. 2. e 
Nathan, L. A: Arch. Pediat. 75:251, 1958. S a a cyi 
| GLUCOSAMINE POTENTIATED TETRACYCLINE 


and deliciously orange-flavored Cosa-Tetrabon® 
Oral Suspension and Cosa-Tetrabon Pediatric Drops. 


IN BRIEF 


Cosa-Tetracyn provides tetracycline with glucosa- 
mine for enhanced absorption. Mathieu et al.! have 
reported its ‘‘prompt antibacterial action and a 
broad range of antibacterial effectiveness with a 
remarkably low degree of toxicity.’’ 


INDICATIONS: A wide range of infections due to sus- 
ceptible gram-positive and gram-negative bacteria, 
rickettsiae, large viruses and protozoa. 


ADMINISTRATION AND DOSAGE: The suggested minimum 
daily dosage for the average adult is 1 Gm. divided 
into four equal doses; proportionately less for 
children. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow 
overgrowth of nonsusceptible organisms — particu- 
larly monilia and resistant staphylococci. If this 
occurs, discontinue medication and institute indi- 
cated supportive therapy and treatment with other 


appropriate antibiotics. Aluminum hydroxide gel 
decreases antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are 
rare. There are no known contraindications to 
glucosamine. 


Cosa -Tetracyn Capsules (black and white), 
250 mg. per capsule—bottles of 16 and 100. Half- 
strength (125 mg.) capsules (black and white) — 
bottles of 25 and 100. Cosa-Tetrabon® Ora/ Sus- 
pension-preconstituted, orange-tlavored, 125mg./ 
tsp. (5 cc.), 2 oz. and 1 pt. bottles; Cosa-T7etrabon® 
Pediatric Drops —preconstituted, orange-flavored, 
100 mg./cc. (5 mg./drop), 10 cc. bottle with cali- 
brated plastic dropper. 


1. Mathieu, P. L., Jr., et al.: Rhode Island M. J. 42:172, 1959. 


More detailed professional information available 
on request. 


Science for the world’s well-being™ Pfizer PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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VIM°CLEAR BARREL INTERCHANGEABLE SYRINGES 


C Complete line in 3 tip types—glass, metal Luer, Luer lock—and all sizes are completely 
interchangeable. () Greater durability of moulded (not ground) clear barrel, which reduces 
friction wear, ensures longer life of syringes. () Exact control of dosage is assured by greater 
visibility of markings and medication. () Precise tolerance of pistons and barrels safeguards 
against chance contamination. Warning of inadequate syringe cleaning may be signaled if 
piston does not operate smoothly in barrel. 
SURGICAL PRODUCTS DIVISION 
AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, N.Y. SALES OFFICE: DANBURY, CONN. 


Producers of VIM® Hypodermic Syringes and Needles 
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MICROSCOPIC 

SLIDE LABELING 


Eliminate guesswork . . . greasemark mistakes. Get positive identification. 
Simply pull tab and a fresh, clean label “pops” out. Fast, self-sticking labels 
dispensed one at a time. Available in standard or "tissue-high" thickness. 
They accept pen, pencil, ball point pen or typewriter marking. 1000 labels 


per carton. 
Dept. 361C 


Write for detailed information and the 
name of your nearest TIME distributor. 


LABELS| PROFESSIONAL TAPE CO., INC. 
355 Burlington Ave. Riverside, Ill. 


XXxil VOL. 51, NO. 3, A.J.P.H. 


Time 4 
7 On; 

| Slide j, 

1009 

| 

| 


LEHN@&@FIWK erovucts 


4934 Lewis Avenue, Toledo 12, Ohio, GReenwood 5-0671 


Professional Division 


SPECIAL MESSAGE TO PUBLIC HEALTH PEOPLE 


CONCERNED WITH CONTROL OF STAPH INFECTIONS 


As your daily activities in fighting the spread of staphylococcal 
infection no doubt reveal, the same antibiotic-resistant phage 
types found in the hospital are now well established in the 
community. During recent years, close attention by hospitals to 
curtailing transmission of staph, both within the hospital and 
into the community at large through discharged patients, visitors, 
or hospital personnel, has revealed how vicious the cycle of 
infection has become. 


A good example is the three-year study from the 900-bed Temple 
University Medical Center, reported by Dr. H. Taylor Caswell and 
his co-workers in Surgery, Gynecology & Obstetrics, May, 1960, 
They report that, with stricter aseptic control and patient 
management, the infection rate in 10,000 clean surgical wounds 
per year decreased approximately 60% to .55%, with 53% due to 
80/81. However, there was an appreciable increase in hospital 
related medical infections with phage type 80/81 identified in 71% 
of the cases. During this same period, the number of heavily 
contaminated patients admitted for treatment of staphylococcal 
disease doubled, constantly re-infecting the hospital with staph 
strains which may have originated there. 


In New York State where reporting of staph infections is now state 
law, dangers from staph in the home were discussed by a panel and 
reported on by Dr. Andrew C, Fleck in the March 15, 1960, issue 

of the New York State Medical Journal. Death of a mother from 
staphylococcal pneumonia followed exposure through her child, first 
hospitalized for chronic cystic fibrosis. In another family, ten 
out of eleven members, and their public health nurse, were 
afflicted with chronic furunculosis. 


Every age is susceptible to staph infection - from the newborn and 
infants to elderly individuals with debilitating disease. Since 
transmission can be by contact with patient or carrier, with 
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articles contaminated by infected persons, by droplet spread, or 
by contaminated dust redispersed in the air - scrupulous aseptic 
technics in handling the patient and thorough environmental 
disinfection are essential whether in the hospital or the home. 
When your recommendations to hospitals for staph control include 
meticulous housekeeping and thorough environmental disinfection, 
have you considered the specific practical advantages of Lehn & 
Fink phenolic disinfectants? Bacteriologic data and clinical 
evidence of the effectiveness of Amphyl®, O-syl®, Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are available 
on request. In addition to being staphylocidal, all are broadly 
microbicidal including tuberculocidal, pseudomonacidal, and 
fungicidal, They are easy to use for regularly scheduled 
disinfection procedures wherever communication of staph is a 
problem. 


Please write for literature on all products. Samples, too, if 
you wish. If you would like copies of instructions for teaching 
purposes, we will be glad to send these in quantity. May we hear 


from you? 


Robert E. Dickens 
Professional Division 
CFM: tb 


P.S. particularly for Public Health Nurses. 
Have you heard about our new spray-on disinfectant and 
air deodorant? It's based on Amphyl hospital disinfectant 
and is called Amphy1® Spray. As a disinfectant -- 
it's quick and convenient to control fomites, 
As an air deodorant -- it's planned especially 
for cancer dressing rooms and similar malodorous 
areas. We'll be glad to send literature, 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
© L&F 1960 
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Sey A LEADER IN 


IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 
DIPHTHERIA-TETANUS 
TOXOIDS 

GAS GANGRENE 
ANTITOXIN POLYVALENT 


INFLUENZA VIRUS 
VACCINE POLYVALENT 


MUMPS VACCINE 
PERTUSSIS VACCINE 


POLIOMYELITIS 
IMMUNE GLOBULIN 


ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 


SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 


STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 


TETANUS-GAS 
GANGRENE ANTITOXIN 


TETANUS TOXOIDS 


TRI-IMMUNOL* 
Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 
POLLIGENS® 


(Eastern and Western) 
Pollen Antigens 


MIXED GRASSES & 
COMBINED RAGWEED 


Pollen Antigens 


ALLERGENIC PROTEIN 
EXTRACT bust (House) 


*Trademark 

LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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For photomicrography 
and simultaneous obser- 
vation, binocular photo 
tube “FS” is available 


the 
laboratory 
microscope 
which 


fulfills 
research 
requirements 


the new LEITZ LABOLUX Illa 


The Leitz Labolux Illa is a new laboratory microscope with built-in illumination and the famous 
Labolux ball-bearing focusing control, which combines both coarse and fine focusing in a single 
knob, Available with a wide variety of accessories, the Labolux IIla is recommended for all routine 
laboratory work and, in addition, can be equipped to fulfill the most exacting research. 

A variety of interchangeable tubes is available: monocular, binocular or trinocular (binocular 
viewing plus photo tube for photomicrography). Tubes can be rotated 360° so that the Labolux IIla 
may be faced away from the observer, for increased accessibility to all controls and to the object 
stage, and to make “conference-viewing” by two consultants more convenient. 

Among the condensers available are the Abbe type, the Berek 2-diaphragm condenser, and condensers 
for phase contrast and dark field observations. The Labolux Illa is readily adapted to fluorescence 
microscopy by addition of the Leitz fluorescence accessories. The large stand, in a new contemporary 
design, is constructed for a lifetime of use with fatigue-free operation and precision performance. 
All controls, including the knobs for the mechanical stage, are in a low convenient position. High- 
power objectives have spring-loaded mounts for prevention of damage to lenses and slides. 


LABOLUxX Illa, Model S 25/95 

e inclined binocular tube S with knurled knob to adjust for proper interpupillary distance e built-in 
mechanical stage #25 etwo-lens condenser #95 e substage unit with rack and pinion focusing accepts 
sleeve-type condensers ¢ quadruple nosepiece with achromats 3.5X, 10X, 45X and 100X oil immersion, 
the last two having spring-loaded mounts e paired 10X wide-field eyepieces ¢ horizontal carrying case 
e 3-step transformer, 6 V.,, 2.6 Amp. 


For literature and/or a personal demonstration in your laboratory, write: Dept. PA-3 
©. LEITZ, INC., 468 PARK AVENUE SOUTH, NEW YORK 16, N. Y¥. 


Oistributors of the wortd-famous products of 
Ernst Leitz G.m.b.H..Wetztar. Germany-Ernst Leitz Canada Ltd 
pe LEICA CAMERAS -LENSES PROJECTORS . MICROSCOPES - BINOCULARS 


32989 


j 
Witt, 
4 
| 
or. 
4 
fil —- 


The Man With The Lily Plan 
provides 


a film strip to educate 
food handlers 
on sanitation 


Now Lily* offers a four-color film strip—fres—that shows - 
: Lily-Tulip Cup Corporation 

> Dept. PH361, 122 East 42nd St. 
New York 17, N. Y. 

It’s imaginative, informative, and includes a suggested : 


* I'd like to show your film “Are They : 


food managers, waitresses and kitchen help the impor- 
tance of sanitary food service ... and the best way to 
attain it. 


script, chock-full of thorough, precise facts. First part 


shows the correct methods of washing china and glass- : 


ware; second part deals with the proper use of paper serv- : 


ice. It’s strictly an educational, non-commercial aid for 
your use, 


Health experts now using the film strip are highly en- ; 
thusiastic. We think you'll feel the same way. Let us know : 


when you need it. And remember, it’s absolutely 


free! Just fill in the LI LY-TU L IP 


coupon, 
TM. Reg. U.S. Pat. Off. 
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Lo guide 
the person 


To assist you in guiding the non-professional, 
a new, two-color, twenty-four page, illustrated booklet, 


“Home Care of the Incontinent Patient,” is now available. 


Written in non-technical language by a registered nurse, it outlines 
correct nursing procedures and discusses the psychological problems 
of caring for an incontinent at home. 


Complimentary copies are available to you for 
distribution to your patients. 
Write: Professional Products Division, Chicopee Mills, Inc. 


These home nursing aids are available in drugstores everywhere. 


Chux” Disposable Underpads Chix” Adult Gauze Diapers Chix" Cleaners 


Controls fluid and fecal discharges while With extra absorbent center panel Soft, disposable, fabric 
keeping bed linen clean and dry. Medi- offering complete protection for both tissue. Used wet or dry 


cated to help prevent skin irritation. bedridden and ambulatory inconti- as an ointment applicator 
Available (13” x 17%” and 17%” x 24”) nents. Fits any waist size up to 44”. or rectal wipe. 
PROFESSIONAL PRODUCTS DIVISION CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 
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Journal 
of Public 
Health 


The immediate Past-Presideni of the Association discusses the problems 


and possibilities that confront public health today, especially on the 


community level. 


This stimulating address will undoubtedly 


arouse much interest among readers of the Journal. 


COMMUNITY HEALTH—CHALLENGE AND OPPORTUNITY 


Malcolm H. Merriil, M.D., M.P.H., F.A.P.H.A. 


= though I had an entirely free 
hand in choosing the theme for my 
address as President of the American 
Public Health Association, | approached 
the subject with considerable trepida- 
tion. | chose “Community Health— 
Challenge and Opportunity” because | 
feel so strongly that the solid advances 
in public health are to be made through 
local organization and local efforts. It 
is in the community that effective meas- 
ures will be developed for protecting 
and promoting health, and it is at the 
community level that new scientific 
knowledge will be applied and new 
knowledge gained in the application. 
One of the reasons for my trepidation is 
that most of my experience has been 
at the state level—and in California— 
so that the examples I cite of outstand- 
ing local public health developments are 
from California. 

I talk from California experience be- 
cause that is the area with which | am 
most familiar, but I fully realize that 
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conditions vary widely throughout our 
vast country and that local circum- 
stances, local practices, and local ap- 
proaches to problems are manifold in 
their variety, and that no single pattern 
can fit all situations. In fact it is for 
this very reason that I feel there are 
almost unlimited opportunities for the 
exercise of ingenuity, imagination, and 
leadership at the local level for the 
promotion of health and the improve- 
ment of health services. Because of 
this variation in local customs, prac- 
tices, and resources throughout the coun- 
try, it is even more imperative that 
these health services be administered 
at the local level. This can be done 
under broad policy and general stand- 
ards established at the federal and state 
levels and with wide latitude for the 
exercise of judgment concerning details 
of administration at the local level. 
The public health movement in 
America had its origin in the local 
community, and its vitality is still in 
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the local community. Early in our his- 
tory it became evident to municipal 
authorities that organized community 
effort was necessary to protect the people 
against the ravages of epidemic dis- 
eases. These initial efforts were aimed 
at the control of such diseases as typhoid 
fever, cholera, smallpox, and _ yellow 
fever. It was somewhat later, around 
1870, that the states began to assume 
a part of the responsibility through 
the organization of state health depart- 
ments. 

It was still later that the federal gov- 
ernment actively assumed interest and 
responsibility for diseases other than 
those involved in international quaran- 
tine. The first real federal participation 
in health matters within states dates 
from the First World War with the 
development of the venereal disease con- 
trol program which continued through 
but only slightly beyond the war years. 
This was followed by federal aid in 
maternal and child health programs 
under the Sheppard-Towner Act, which 
was passed in 1921 but lasted only 
until 1929, 

Major emphasis on federal participa- 
tion with the states began with the 
passage of the Social Security Act in 
1935. At that time, the total federal 
investment for health services is esti- 
mated to have been about 10 million 
dollars a year. Federal participation 
has progressively expanded since then. 

The degree of this expansion is indi- 
cated by the resources currently allo- 
cated by the federal government for 
health purposes. The present annual fed- 
eral budget provides almost 31/4, billion 
dollars for medical and health purposes. 
Approximately 114 billion of this total 
is appropriated for health purposes to 
the Department of Health, Education. 
and Welfare. While some of these funds 
help to provide medical care and health 
facilities, the major portion is for re- 
search, training, consultation, and dem- 
onstration. 
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With expansion of the federal appro- 
priation for health purposes, there has 
been a corresponding expansion of the 
areas of interest of the federal agencies. 
As I mentioned, the initial areas of 
interest were venereal disease control 
and maternal and child health. — In 
1935 there was established a continuing 
program of grants-in-aid to the states 
for these two areas, with general health 
as an added area of interest. Later. 
categorical grants were provided for 
control of tuberculosis, heart disease, 
cancer, and mental illness. In more 
recent years, assistance has been ex- 
tended for control of water pollution 
and air pollution, for construction of 
medical and sanitation facilities, and 
for research in the broad area of biology 
and medicine. 

Associated with these changes, there 
is an expanded interest on the part 
of the federal government in the pro- 
vision of medical care to individuals. 
The federal government began by pro- 
viding medical care to merchant seamen 
and military personnel. This care was 
then extended to include veterans, fed- 
eral employees, and other groups. More 
recently there has come federal partici- 
pation on a matching basis in pro- 
grams for the care of crippled children; 
for physical rehabilitation of adults 
through the vocational rehabilitation 
program; and still more recently, for 
assistance in medical care to public 
aid recipients, expanded even further 
this year to all elderly citizens in need 
These 
developments seem to indicate that the 
initiative and leadership in providing 
medical and preventive services has 
been moving toward the federal level 


of assistance for medical care. 


of government. 

Yet, in spite of these trends and 
influences toward centralization, there 
are powerful counter-balancing trends 
and influences that favor decentraliza- 
tion. The purpose here is not to argue 
the merits of centralization versus de- 
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centralization, but rather to develop the 
thesis that there are vast areas for 
development and enrichment of health 
services at the local level. In fact, the 
trends toward increasing federal interest 
are presented to emphasize that tremen- 
dous resources are becoming available 
to health workers throughout the nation 
to supplement the resources of states 
and communities for the provision of 
preventive, diagnostic, and therapeutic 
services and for the extension of re- 
search in the medical sciences. 

The question at issue here is whether 
local health workers throughout the 
country are ready, or are getting ready, 
to accept the challenge and to grasp 
the opportunity to utilize fully their 
state and local administrative, research, 
service and other resources in order to 
make maximum use of this federal 
assistance. 

Health services are becoming increas- 
ingly personal; they require more and 
more personal participation. It seems 
reasonable then that the closer the ad- 
ministration of health services can be 
kept to the individual, the more effec- 
tive and efficient such services may be 
expected to be and the more likely to 
gain the individual’s active participa- 
tion. As the American Public Health 
Association 1956 Task Force Report 
put it, “In a democratic society an 
individual will always retain primary 
responsibility for his own health and 
that of his family. A major task of 
public health is to increase the compe- 
tence of individuals, families, and com- 
munities to cope with their own health 
problems.” Many things can be done 
on a broad community basis to protect 
health and prevent illness. Yet as the 
federal government moves progressively 
into the field of providing health services 
to the individual, the preservation of 
his own participation takes on even 
greater significance. 

Let us turn now to a brief analysis 
of some of the influences that favor 
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COMMUNITY HEALTH 


our accepting the challenge and grasp- 
ing the opportunities for community 
health. 

First, the quality of local governments 
is higher. The development in many 
localities of the managerial form of 
local government with full-time trained 
and professional city and county man- 
agers is resulting in markedly improved 
administration. There has been profes- 
sionalization of the staffs of local gov- 
ernment with replacement of the spoils 
system by widespread use of the merit 
system for appointment of professional 
and technical personnel. The establish-— 
ment of official full-time planning units, 
usually with broad community partici- 
pation, is improving planning in local 
government. These developments tend 
to create a local environment in which 
health workers can operate with greater 
understanding, skill, and effectiveness. 

The same favorable influences are at 
play in state governments and are re- 
flected in their relationships with local 
government. Continuity of leadership, 
improved recruitment and retention of 
more highly qualified personnel, broad- 
ened opportunities for research and for 
auiternational public health work—all are 
developments favorable to higher quality 
and more efficient state administration. 

In addition to the more favorable 
climate for local public health services 
in the local and state governmental en- 
vironment, a community consciousness 
is developing on the part of the health 
professions. By and large, local medi- 
cal groups have exerted leadership in 
health matters throughout the history 
of our country, but particularly during 
the past decade, it seems to me, there 
has been a marked accentuation of this 
trend. The medical societies have em- 
ployed full-time executive personnel and 
supporting staff to provide qualified 
service to the professions and the com- 
munity. Increasing time and effort on 
the part of medical, hospital, and other 
professional groups are being spent 
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studying and participating in commu- 
nity planning and operation. With these 
and many more developments the op- 
portunity is greater than ever before 
for public health workers to exert lead- 
ership at the local level to bring together 
the many and varied groups and agen- 
cies that are seriously and conscien- 
tiously interested in the promotion of 
the health of the people in the com- 
munity. 

Furthermore, expanding resources are 
being made available for the extension 
of these community services through im- 
proved physical plants, such as improved 
hospital, health center, and rehabilita- 
tion facilities. 

Another resource is the rising interest 
on the part of the public in health 
matters and the mounting understand- 
ing of the potentials and the value of 
health. On every hand we are seeing 
more willingness on the part of the vari- 
ous official and voluntary health organi- 
zations to participate jointly the 
planning and development of coordinated 
community health services. An example 
is the recent establishment in San Fran- 
cisco of a home care service sponsored 
by two voluntary agencies and financed 
with public and private funds. 

We should not leave the question of 
resources available to public health 
workers on the local level without com- 
menting on the financial resources that 
are available for studies, research, and 
demonstrations in the field of commu- 
nity health. These may be obtained 
from private foundations, from federal 
granting agencies on a_ project basis, 
and from many of the state governments. 
Many local governments are also financ- 
ing their own public health studies 
and demonstrations. 

One more development in this area 
that may have a far-reaching impact 
is the extensive study of community 
health services being planned jointly 
by the American Public Health Asso- 
ciation and the National Health Council. 
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The general aims of this study will be 
fourfold: (1) to identify major health 
service requirements of American com- 
munities; (2) to indicate community 
resources which serve to narrow the 
gap between the products of research 
and their application for personal, 
family, and community health; (3) to 
outline principles for the better organi- 
zation of required community health 
services, both governmental non- 
governmental, in the light of new knowl- 
edge of services; and (4) to provide 
a rallying point for citizen and pro- 
fessional action. 

These are only a few examples of 
the trends and activities that are favor- 
able toward improvement of health serv- 
ices and facilities in our communities. 

Let us turn now to a consideration 
of some of the potential or actual bar- 
riers to accepting the challenge and 
grasping the opportunity for community 
health, and of some of the forces that 
are being mobilized to break down these 
barriers. 

First, | would list emotional and 
psychological barriers within the health 
workers themselves. Timidity, unimagi- 
nativeness, satisfaction with the limited 
horizons of public health of the past. 
lack of information, inadequate train- 
ing, lack of enthusiasm, and inability 
to recruit and retain adequately quali- 
fied personnel are but some of them. 
Fortunately, many forces are in motion 
to lower or remove these barriers. Train- 
ing of public health workers is being 
extended both in numbers trained and 
in quality of training. Since 1935, 
federal funds have been available for 
stipend training through grants-in-aid 
to the states. Training received a_ re- 
newed stimulation with provision of fed- 
eral scholarships under Titles | and II 
of the Public Health Training Act of 
1956 and the Rhodes Act, providing 
aid to schools of public health, enacted 
in 1957. Both programs are now on 
a much more secure basis with the 
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extension of the federal scholarship pro- 
gram and with the recent enactment of 
the Hill-Rhodes Act, now Public Law 
86-720, for aid to schools of public 
health, nursing, and engineering. We 
may take justifiable pride in the part 
played by our Association in these leg- 
islative developments. 

The availability of these training re- 
sources will play a significant part in 
removing barriers to securing ade- 
quately trained personnel for commu- 
nity health services. 

In such a rapidly changing world, 
initial training is but the beginning. 
education inservice 
training are imperative if current 
workers are te develop the skills, the 
incentive, and the imagination to adjust 
to the changing public health respon- 
sibilities. The schools of public health 
and other institutions are beginning to 
help in this area. For example, a pro- 
gram in continuing education for public 
health workers is now in operation here 
in the West under the joint sponsorship 
of the Western Branch and the Western 
Regional Office of the American Public 
Health Association and the University 
of California School of Public Health. 
The state public health associations of 
the Western Region are participating 
in this program. 


Continuing 


Under a different administrative pat- 
tern, the Johns Hopkins School of Hy- 
giene and the School of Public Health 
of Columbia University are providing 
continuing education for workers in the 
field. Another illustration is that of the 
Nursing Council under the Western In- 
terstate Commission for Higher Edu- 
cation which conducted a successful con- 
tinuing education program for western 
nurses in administrative, supervisory. 
and teaching positions. The program 
was conducted for a three-year period 
with Kellogg Foundation funds. A_ re- 
cent grant from the U. S. Public Health 
Service has made possible the continua- 
tion of this program. 
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Through interchange of information, 
through institutes, conferences, and 
workshops, through mutual support and 
encouragement, and through maximum 
utilization of the training potentials 
available to public health workers, the 
personal barriers can and will be re- 
moved or at least rendered less formid- 
able to progress in community health. 
With these and many other progressive 
developments, the community health 
worker is assuming, and will increas- 
ingly assume, his rightful educational 
role in the community and provide 
leadership in public health. 

A second barrier is the antiquated 
governmental organization that is still 
too prevalent at the state and local levels 
in which public health must be admin- 
istered. “Local health units for the 
nation” is a worthy slogan, but we must 
organize our state and local health 
units of government in a manner that 
will make it possible to administer an 
effective community health program. 

A long-held objective of public health 
workers has been full-time county health 
units blanketing the nation. A_ re- 
analysis is necessary. In California a 
vigorous effort was made between 1920 
and 1945 to cover the state with full- 
time county health units. Progress was 
made, but there were significant gaps. 
To provide further stimulus, a law pro- 
viding for state subsidy and establishing 

Conference of Local Health Officers 
was enacted in 1947, This has provided 
an effective mechanism for local partici- 
pation in planning and administration 
of public health in California. Yet a 
decade later, there were still 16 of the 
58 counties without full-time local health 
services. It became evident that, with 
a few exceptions, adjacent counties with 
small populations were not willing to 
combine to form units of a population 
hase sufficient to justify full-time units. 
A new approach then was adopted 
whereby counties of less than 40,000 
population could contract with the state 
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for local health services and still retain 
local responsibility and a large degree 
of autonomy. This somewhat revolu- 
tionary local governmental mechanism 
has worked very well. Today only five 
counties in California are without full- 
time, essentially locally administered 
health departments, and it appears that 
several of these will participate in the 
contract within the coming 
year. 

There is need for ingenuity and imagi- 
nation to tailor-make a governmental 
structure that will meet the problem in 
each area of the country. In California, 
county government is a strong unit of 
local government; this is not true in 
many states. Other solutions may thus 
have to be found. Here is a challenge 
and an opportunity for public health 
workers. 

Even where there are organized, full- 
time local health departments, a new 
challenge has appeared. The general 
population explosion has brought about 
the development of great metropolitan 
complexes which spread across the 
boundaries of traditional jurisdictions. 
These metropolitan complexes make it 
imperative that there be interdepart- 
mental cooperation or actual amalga- 
mation of local health administration. 
implemented by regional planning and 
operation of programs. If health workers 
at state and local levels do not fulfill 
their obligations and provide patterns 
for solution, the responsibility for action 
will have to be assumed ai the federal 
level of government, with consequent 
loss of local control. 


program 


A third barrier, or perhaps a series 
of barriers, to community health services 
is local indifference or even opposition 
of organized groups within the commu- 
nity. Of all groups, those involved in 
the provision of medical services are 
the most important. Securing the vig- 
orous support of the medical, dental. 
hospital, and other health professional 
groups at the local level has always 
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heen a challenge to the public health 
movement. I have already indicated 
some of the trends that are facilitating 
removal or at least lowering of barriers 
in this area. With the professionaliza- 
tion of public health, with further under- 
standing of its objectives, and with 
better qualified local public health 
workers, mutual respect and fuller co- 
operation is evolving. Yet we public 
health workers have all too often failed 
to utilize to the fullest the opportunities 
to work with the other health profes- 
sions within our communities. Here is 
an area requiring time, patience, tact, 
and persistence, but the reward is worth 
all the effort. 

The challenge of organizing all groups 
in the community interested in the 
health field is not being fully accepted 
by public health workers. It is a 
sound principle that the public health 
department should not provide any 
direct service that it can get some other 
agency to handle competently—yet it 
is undeniable that the local health de- 
partment should assume responsibility 
for defining, clarifying, and assessing 
the total health needs of the commu- 
nity. The local department of public 
health should be the catalyst, the or- 
ganizer, the planner, the expediter, and 
the demonstrator. It must see to it that 
the health services in the community. 
whether they be preventive, diagnostic. 
therapeutic, rehabilitative or otherwise. 
are actually available to the people. 

To accomplish this, there must be 
more attention given by public health 
workers to the social and behavioral 
sciences and to the employment of ex- 
perts in these areas to assist in defining 
problems more accurately and pinpoint- 
ing more clearly the approaches to solu- 
tions. Attention must also be given to 
strengthening our defenses against the 
rapidly changing physical environment 
by the addition to our public health 
team of experts in the fields of toxi- 
cology, radiation protection, the various 
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phases of air pollution, and other areas 
of environmental health. 

Regardless of the deficiencies I have 
pointed out, there is all about us evi- 
dence of the application of local initia- 
tive, ingenuity, and resourcefulness in 
the solution of health problems. Just 
a few examples will serve to illustrate. 

In Modoc County, a rural county of 
northeastern California, the local people 
realized that many individuals who were 
sick could be cared for in their own 
homes if hourly nursing service were 
available. A demonstration project was 
initiated to experiment with the possi- 
bility of providing bedside nursing care 
in such a sparsely populated rural area. 
The primary objectives of the project 
were to find out what the costs would 
be and whether nurses could be found 
in the community who would be willing 
to work part time in an organized com- 
munity service to give nursing care to 
their neighbors. 

An advisory committee with broad 
representation from the community was 
organized and provision was made for 
the project to be administered through 
the county board of supervisors. Nurses 
willing to participate and licensed to 
practice in California were found in 
three of their towns. Since none of 
them had preparation or experience in 
giving nursing care in the home or in 
working as a part of a community 
agency, they were given orientation and 
continuing inservice education. 

This bedside nursing service has now 
been in operation for two and a half 
years, and many patients have received 
care. The demonstration was sufficiently 
successful that the county is now estab- 
lishing it as a regular local service. 
Much has been learned from the ex- 
perience. 

They found out that there were nurses 
willing to participate and interested in 
providing high quality nursing care to 
their neighbors. These nurses indicated 
that they preferred to do this as a part 
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of a community agency rather than as 
individuals. There was no difficulty in 
obtaining medical referrals and orders, 
so that the nurses were able to provide 
the nursing care needed in the home. 
Although the cost is a considerable item, 
the service usually reduced the time 
required in the hospital and provided 
the help the family needed to keep the 
patient at home. 

In San Mateo County, Calif., an op- 
portunity was recognized to take ad- 
vantage of special research funds to 
demonstrate the feasibility of compre- 
hensive services to nursing home pa- 
tients. This demonstration was set up 
through the cooperative efforts of a pri- 

sie nursing home and with the local 

public health and welfare agency. The 
agency staff included physicians, social 
workers, nurses, and physical and occu- 
pational therapists. The program has 
now expanded into demonstrations of 
self-help technics to other nursing home 
operators and to rehabilitation personnel 
in surrounding counties. 

In another county, under the leader- 
ship of the county hospital administra- 
tor, concern developed over the number 
of hospital beds that were being main- 
tained for elderly chronically ill patients. 
Four years ago, there were 235 patients 
crowded into the chronic disease ward 
of the Orange County Hospital in South- 
ern California. These patients were re- 
ceiving only meager care. At a recent 
count, this ward of the hospital had 
only 105 patients—less than half the 
former number. How did this come 
about? It was through the development 
of a high level of diagnostic, curative, 
and rehabilitative service. True, it does 
cost more per patient day for the hos- 
pitalization, but the county is saving 
$400 per patient admitted. This reduc- 
tion in cost was acheived by cutting 
in half the number of hospital days. 

Active rehabilitation services have 
paid off in two other California counties. 
The average length of hospital stay in 


the chronic disease unit of the Fairmont 
Hospital in Alameda County dropped 
from 90 to 30 days, and in the Butte 
County Hospital from 30 to 15 days 
through emphasis on rehabilitation and 
self-help. By increasing their level of 
social competency, patients have been 
returned home and, in many instances, 
to useful occupations. 

In another county, under the leader- 
ship of the county health officer, the 
late Dr. Russell Ferguson of Santa Cruz, 
a plan was developed for a complete 
medical examination of all applicants 
for old age assistance. In this way the 
medical problems were defined early, 
and medical care and_ rehabilitation 
could be started early enough to prevent 
much hospitalization. This small county’s 
experience and demonstration is already 
having a profound influence on Cali- 
fornia’s approach to the old age medical 
care program recently authorized by 
Congress. 

The San Joaquin County Medical As- 
sociation, through the establishment of 
a medical foundation, assumed the re- 
sponsibility for the administration of 
prepaid medical care programs in that 
county. This shows strong possibility 
of developing into one of the best sys- 
tems yet devised for the surveillance 
and promotion of the quality, of medical 
care, the control of charges, and gen- 
eral improvement of medical practice. 
This concept has already spread to 19 
California counties and into five other 
states. It may well serve as a model 
for local administration of medical care 
services. 

In yet another area of activity, an 
early coordinated approach aimed at 
preventing delinquency and disease was 
made by a health officer who organized 
local and university resources in a child 
health, family, and foster-care program 
in Imperial County. A pediatrician, a 
psychologist, a social worker, a public 
health nurse, and a judge held special 
hearings four times a year for the more 
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involved cases in their case rosters. 
Prospects for the future improvement 
of these children and families have been 
tremendously enhanced by this service. 
This is an example of public health 
workers at the community level partici- 
pating in the solution of problems hav- 
ing social as well as health implications. 

In several areas of California the 
local medical society, with the coopera- 
tion of the local health department, has 
assumed leadership in planning and con- 
ducting extensive polio immunization 
programs. 

These are only a few illustrations of 
the innumerable progressive, ingenious. 
and constructive activities that | am 
sure are going on in local communities 
throughout the nation. 

The challenge to us and our oppor- 
tunity as public health workers is to 
amalgamate into the public health pro- 
grams of each community of our nation 
the many creative and constructive ac- 
tivities that are now too often only 
isolated examples of what could be done. 
Tremendous resources for studies and 
demonstrations at the community level 
are waiting to be tapped. Federal and 
state contributions are desirable and 
should be continued; yet, they should 
be regarded only as supplemental to the 
resources that are so abundantly avail- 
able in every community in the United 
States, if they can be mobilized, di- 
rected, and efficiently put to work. As 
was so dramatically demonstrated in the 
Orange County Hospital rehabilitation 
program, the same number of dollars. 
if properly directed, can frequently pro- 
vide much more in health protection 
and improvement. 

The ingenuity and local initiative that 
extended the horizons of our nation 
from Plymouth Rock to the Bering 
Straits and to the center of the Pacific 
Ocean, need to be vitalized and made 
to live anew among the health workers 
of our country. Let us be aggressive in 
planning and executing these plans with 
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our colleagues in the health professions. 
Let us not wait for others to undertake 
programs that we are well equipped to 
initiate and carry on. 

Let us exert the leadership in the 
communities of our country that is ex- 
pected of us by our confreres in the 
health professions and by the public we 
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serve, and in so doing let us keep health 
services, which are so personal, close to 
the people they are designed to assist. 
The challenge is before us. The op- 
portunities are without limit. Who is 
better qualified to accept the challenge 
and grasp the opportunities than the 
public health professions we represent? 


Dr. Merrill is director, State Department of Public Health, Berkeley, Calif. 

This address was presented before the First General Session at the Eighty- 
Eighth Annual Meeting of the American Public Health Association in San 
Francisco, Calif., November 1, 1960. 


Forum on Forces for Survival 


The National Conference on Social Welfare Forum, May 14-19, 1961, will 
consider the prospects of eliminating poverty from the United States. Meeting 
in Minneapolis, delegates will discuss other major obstacles to human progress in 
the fields of child and family welfare, social and physical planning, physical 
and mental health, and the problems of youth and the aging. 

The Forum discussions will be encompassed under the theme, “Concern for 
Human Welfare: Unifying Force for Survival.” Emphasis at many of the some 
300 sessions scheduled will be on ways people from different organizations, pro- 
fessions, and nations can work better together in the interest of people everywhere. 

NCSW’s 1961 award will be presented to former Congressman Aime Forand of 
Rhode Island in recognition of his efforts on behalf of medical care for the aging. 
Attendance at the forum is open to all. Further information from the NCSW’s 
Columbus, Ohio, headquarters at 22 West Gay St. 
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This is a succinct survey of the activities of the Federal Trade Commission. 


The author discusses the way in which the commission operates 


and the areas of its interest. 


ACTIVITIES OF THE FEDERAL TRADE COMMISSION WITH 
RESPECT TO FOOD, DRUGS, AND RELATED PRODUCTS 


Frederick W. Irish 


Federal Trade Commission was 
organized as an independent admin- 
istrative agency pursuant to the Federal 
Trade Commission Act of 1914,  Al- 
though the duties of the commission are 
many and varied under the statutes, the 
foundation of public policy underlying 
all these duties is essentially the same— 
to prevent the free enterprise system 
from being stifled or fettered by mo- 
nopoly or corrupted by unfair or decep- 
tive trade practices. 

From the very beginning the commis- 
sion has been diligent in its efforts to 
prevent the false advertising of countless 
types of commodities as a form of 
“unfair competition.” The first two 
formal cases' decided by the commission 
involved false advertising and the first 
commission case to reach the courts on 
appeal from an Order to Cease and 
Desist involved the false advertising of 
food.* 

In the years that followed, the com- 
mission was extremely active in the field 
of false and misleading advertising, but 
it developed that additional legislation 
was needed if the public was to be pro- 


Notre: Although I appear here as a repre- 
sentative of the commission, I wish to make 
clear that I am expressing only my personal 
opinions and conclusions which are not 
officially or necessarily those of the Federal 
Trade Commission. 
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tected, especially from the effects of de- 
ceptive advertising of foods, drugs, 
devices, and cosmetics. While the pro- 
tection of competitors resulted inci- 
dentally in a measure of protection of 
the consumer, the need for further 
authority was pointed up the 
Raladam decision,* wherein the Supreme 
Court held that a Cease and Desist 
Order prohibiting false claims for an 
alleged obesity cure was invalid because 
it had not been established that there 
was any injury to competition. The 
commission was powerless to act in that 
case even though it had been satis- 
factorily established that this drug 
could not be taken safely except under 
medical direction. 

Further, it was recognized that even 
greater authority and special procedures 
were justified in the interest of in- 
creased control over the advertising and 
sale of foods, drugs, devices, and cos- 
metics, because of their immediate and 
direct effect upon the public health. 

As a result, Congress passed the so- 
called Wheeler-Lea Amendment in 1938. 
Section 5 was amended so as to declare 
“unfair and deceptive acts and _prac- 
tices” in commerce to be unlawful. 
Under this authority, the commission 
can now proceed frankly and directly 
against false and misleading advertising 
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to protect the public against deception, 
rather than attempt to accomplish this 
as an indirect incident of competitor 
protection. 

While the prohibitions of Section 5 
extend to all commodities, including 
foods, drugs, devices, and cosmetics, the 
Wheeler-Lea Amendment did not rest 
there. Section 12 was added to provide 
specifically that the dissemination of 
false and misleading advertising for any 
such product constitutes an unfair or 
deceptive act or practice in violation of 
Section 5, if either the product adver- 
tised or the advertisement itself moves 
in commerce. 

Section 15 went one step further—it 
defined a “false advertisement” as an 
advertisement, other than labeling, which 
is misleading in a material respect. In 
determining that advertising is false the 
commission was directed to consider not 
only direct falsehoods, but also failure 
to reveal material facts respecting con- 
sequences resulting from use of the 
product. It is under the authority of 
this provision that the commission has 
required the inclusion of appropriate 
warning statements in advertisments for 
potentially harmful products.* 

The Federal Trade Commission feels 
keenly its statutory responsibility to 
eliminate false advertising and in recent 
years has issued an increasing number 
of complaints and cease and desist orders 
in this field. Some matters of this nature 
are brought to its attention through com- 
plaints registered by members of the 
public or by competitors. The names of 
such complainants are not divulged. 

In addition, the commission maintains 
a continuing survey of advertisements by 
radio, newspaper, magazine, and other 
media. The commission has organized 
a special unit charged with the responsi- 
bility for maintaining this survey. As 
a part of this effort, advertising continui- 
ties are requested regularly from each 
of the nearly 4,000 radio and television 
broadcast stations located throughout the 
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United States. Similarly, copies of news- 
papers, magazines, catalogues, and the 
like, are requested from the publishers. 
Upon receipt, such advertising is re- 
viewed continuously by trained em- 
ployees of the commission whose aim is 
to detect representations which mislead 
or deceive the public. 

The same unit is equipped with radio 
and television monitors which make it 
possible to see and listen to programs 
directly; and with which both audio and 
visual broadcasts are recorded when 
helpful in the investigation or trial of 
cases. Furthermore, the entire profes- 
sional staff of the commission, through- 
out the country, report to headquarters 
instances of possible false advertising 
which come to their attention during 
private viewing of television and radio 
listening. 

When the commission’s surveillance 
and investigational activities disclose 
what appears to be a legal violation, 
there are two general lines of commis- 
sion procedure employed to obtain com- 
pliance with the law. In one of these 
the commission issues to the alleged 
offending party what is called a formal 
complaint. This cites the offending 
party to a hearing upon written specifi- 
cation of charges to which he is re- 
quired to respond. In the event that he 
contests these charges, hearings are held 
and unless the case is dismissed Find- 
ings of Fact are made on the record and 
a decision is rendered resulting in the 
issuance upon the offender of a Cease 
and Desist Order. This requires him to 
stop the practices in question. Such an 
order is subject to appeals to the courts. 
However, if not appealed, or if appealed 
and sustained, the order becomes final 
and_ violations thereof subject the 
offender to penalties up to $5,000 for 
each violation. These penalties are as- 
sessed by the United States District 
Courts in suits brought in the name of 
the United States. 

Sometimes in individuals cases, after 
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investigation and before the institution 
of formal charges against the alleged 
offending party, the commission affords 
him an opportunity to enter into a 
voluntary agreement to cease and desist. 
These voluntary agreements are known 
as “Stipulations.” This course is fol- 
lowed in cases where such actions are 
deemed to best serve the public interest 
and when the matter does not involve 
fraud or intentional wrong doing or 
danger to health. 

It may be well to explain at this point 
that in issuing a “Complaint” one of the 
statutory essentials is that such an act 
be in the public interest. In determining 
whether the issuance of a complaint 
would be in the public interest the com- 
mission considers, among other things, 
the volume of sale. In some instances it 
may be that the advertising in question 
has already been discontinued and this 
is also considered carefully. It should 
be borne in mind, however, that in de- 
termining the public interest the com- 
mission weighs all the evidence and 
circumstances presented in an individual 
case. A relatively smaller gross sales 
volume or abandonment of particular 
advertising representations may be out- 
weighed by other factors which endow a 
matter with such a degree of public in- 
terest as to warrant formal proceedings. 

The broad authority and the varied 
activities of the Federal Trade Commis- 
sion in many instances touch upon those 
of other federal agencies. This is es- 
pecially true of the Food and Drug Ad- 
ministration, charged with responsibility 
for the labeling of foods, drugs, cos- 
metics, and devices. While Section 12 
of the Federal Trade Commission Act 
excludes labeling from the definition of 
false and misleading advertising, the 
jurisdiction of the commission over false 
and misleading statements on labels as 
a violation of Section 5 has not been 
revoked.5 

In order to correlate more effectively 
the work of the commission and the 
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Food and Drug Administration and to 
prevent overlapping activities and dupli- 
cation of effort, a working agreement 
between the agencies was devised, and 
has proven highly satisfactory. 

It was agreed that the Federal Trade 
Commission would exercise sole jurisdic- 
tion over advertising and the Food and 
Drug Administration over labeling, in 
the absence of express agreement to the 
contrary. While such an agreement 
might appear to delineate clearly and 
simply the respective areas of activity, 
continuing and careful liaison is neces- 
sary in instances where: 

1. The same, or similar, claims are found in 
both labeling and advertising; 

2. Written, printed, or graphic material may 
be construed as either advertising or as 
accompanying labeling, or both, depending 
upon the circumstances of distribution; 
and 

3. The article is a drug or device and ap- 
pears to be misbranded solely because of 
inadequacy of directions for use appearing 
in the labeling for conditions for which 
the article is offered in advertising gen- 
erally disseminated to the public. 


Such liaison arrangements have also 
been established with a number of other 
government agencies, in order to pre- 
vent duplication or conflict of effort. 

I mentioned above that the false and 
misleading advertising of foods, drugs, 
devices, and cosmetics is violative of the 
Federal Trade Commission Act if either 
the advertising or the product moves in 
interstate commerce. In recent matters 
the Federal Trade Commission has issued 
complaints and orders based upon the 
dissemination of deceptive advertising 
through the United States mails or 
otherwise in commerce in connection 
with the intrastate sale of drug prepara- 
tions.® These have been cases in which 
the restriction of the sale of the subject 
products to intrastate channels has ob- 
viously been a subterfuge designed to 
avoid federal jurisdiction. 

Over the years the commission has 
taken corrective action with respect to 
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health fads and frauds and many mis- 
represented products in this broad area. 
Important among these products have 
been vitamin preparations, mineral 
preparations, and other types of dietary 
supplements. These have been offered 
in periodical and broadcast advertise- 
ments for the prevention and treatment 
of a wide variety of disease conditions 
ranging from arteriosclerosis to xerosis 
and appropriate steps have been taken 
to bring about the discontinuance of such 
misleading representations.’ 

The commission has also dealt appro- 
priately with misrepresentations respect- 
ing alleged superiority of vitamins from 
so-called “natural” sources as opposed to 
synthetic vitamins.’ Recently there 
was a case in which the advertisements 
claimed that the vitamins usually pur- 
chased by the public at retail establish- 
ments are stale and have lost their po- 
tency so that in order to protect one’s 
health he should arrange for the regular 
delivery of the advertiser's “garden 
fresh” nutritional elements at specified 
intervals.* Another promotional gim- 
mick encountered recently was the sale 
of timed release vitamin-mineral capsules 
patterned after some of the delayed ac- 
tion preparations of pharmacologically 
active chemicals that are presently being 
compounded and utilized.® 

These timed release capsules were 
represented as giving one a “steady flow 
of vitamin potency from morning to 
night,” with the implication that this 
process had an important relationship to 
health. This same advertiser represented 
that competing vitamin products fre- 
quently are coated with insoluble sub- 
stances which cause the preparations to 
pass through the system without releas- 
ing their contents. After the commis- 
sion issued its formal complaint, this ad- 
vertiser agreed to the entry of a Cease 
and Desist Order requiring discontinu- 
ance of such representations. 

Another advertiser utilizing Sunday 
newspaper supplements and other peri- 
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odical media offered to send a free 
30-day supply of his vitamin-mineral 
preparation upon receipt of the coupon 
contained in the advertisement properly 
filled out.’ In filling out this coupon 
the customer, usually without realizing 
it, agreed to accept and pay the adver- 
tiser for additional monthly shipments 
of the vitamin-mineral preparation. 
Those who became displeased with this 
arrangement were subjected to threaten- 
ing letters and various other incon- 
veniences before they were able to 
disentangle themselves from the scheme. 

Not all of the commission’s actions in 
the nutritional field have involved 
specialty products such as vitamin or 
mineral capsules. It has been necessary 
to deal with such staple foods as maca- 
roni and other alimentary pastes and 
bread. Certain brands of alimentary 
paste have been misrepresented as to 
their protein content or caloric value 
and appropriate regulatory action 
taken.'' During the recent past there 
have been a number of corrective ac- 
tions involving breads which were mis- 
represented in advertising with respect 
to their caloric content or their ability 
to cause the consumer thereof to lose 
weight or avoid gaining weight'* and 
other cases involving similar representa- 
tions are presently in litigation.” 

A substantial number of the commis- 
sion’s actions in the nutritional quackery 
field have involved juice extractors and 
food blenders.'* These cases brought 
about cessation of very extravagant 
claims relating to the value of various 
fruit and vegetable juices for the preven- 
tion and treatment of a host of disease 
conditions including some of the most 
serious nature. 

Closely related have been a large num- 
ber of commission actions involving the 
sale of cookware.'® These pots and pans 
usually designed for use in connection 
with the so-called “waterless” method of 
cooking were being sold by house-to- 
house salesmen, frequently by means of 
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demonstration dinners at which the 
hostess invited a group of her friends 
to participate in a dinner furnished by 
the demonstrator. During the course of 
the dinner the demonstrator would in- 
dulge in fantastic representations con- 
trasting his cookware with conventional 
cookware from the standpoint of health. 
The extent of the loss and destruction of 
vitamins, minerals, and other nutrients 
through the use of conventional cook- 
ware was grossly exaggerated and the 
clear impression was conveyed that by 
converting to the demonstrator’s brand 
of cookware the housewife could insure 
the continuing health of her family and 
even bring about correction of ill health 
which some members of the family might 
be suffering. 

The injury caused by these represen- 
tations was aggravated by the fact that 
the demonstrated cookware was being 
sold at a very high price and often its 
purchase led to the discarding of a 
perfectly good set of cookware. The 
crowning blow frequently was the 
realization after a short period of use 
that the so-called “waterless” method of 
cooking may not be practical for the 
busy housewife and mother because of 
her inability to give the close attention 
to cooking which is demanded by this 
method. As a result she would resume 
boiling her fruits and vegetables with 
larger amounts of water and thereby 
lose the theoretical advantages of the so- 
called “waterless” method. The com- 
mission has issued a number of Cease 
and Desist Orders involving the vendors 
of such cookware and other similar mat- 
ters are currently under investigation or 
litigation. 

A recently completed commission ac- 
tion involved the advertising used to 
promote the sale of books bearing such 
interesting titles as “The Heart: Preven- 
tion and Cure of Cardiac Conditions,” 
“Cancer: Its Cause, Prevention and 
Cure,” “How to Avoid Cancer,” and 
“New Hope for Arthritis Sufferers.”’?® 
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These boeks authored by adherents of 
one of the so-called drugless branches of 
the healing art were advertised to the 
general public as describing regimens 
which would be effective in the preven- 
tion, treatment, and cure of heart dis- 


ease, cancer, arthritis, rheumatism, 
lumbago, sciatica, and similar con- 
ditions. While the  commission’s 


authority does not extend to the regula- 
tion of the contents of such a book, it 
does reach the advertising practices used 
to promote the sale of the books, that is 
representations concerning the contents 
of the book. Various other matters in- 
volving the advertising of “health” books 
are currently under investigation or liti- 
gation. One of these matters involves 
a book which on occasion has headed 
the nonfiction best seller list. The prin- 
cipal measure advocated in this book 
was the consumption of a mixture of 
cod liver oil and orange juice as a treat- 
ment for arthritis.'* 

The commission has been particularly 
active in connection with falsely adver- 
tised treatments for arthritis, of what- 
ever type. A number of these have in- 
volved tablets containing aspirin or some 
other ordinary analgesic drug which 
were sold at a very inflated price by 
means of advertising which promised 
cure or long-lasting relief from arthritis 
and rheumatism, or otherwise grossly 
exaggerated the limited palliative effect 
of the preparations on the minor pains 
of these conditions.’* Action has been 
taken with respect to similar misrepre- 
sentations made for a number of lini- 
ments and ointments designed for 
external application in cases of rheuma- 
tism and arthritis.’° A vendor of alfalfa 
seed as a treatment for arthritis was re- 
quired to cease such false advertising.*” 

Dietary supplements, drugs, and 
various types of devices advertised as 
providing simple, easy, and rapid means 
of reducing excess body weight have 
received much consideration and various 
efforts designed to curb misrepresenta- 
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tion in this broad area are currently ii 
progress. The commission has had a 
very active project in connection with 
baldness preparations and treatment 
parlors or salons which sell expensive 
and extensive series of treatments to 
balding individuals who hope to regain 
their hair. Most of these cases have 
been vigorously contested and some of 
them are still pending in the courts on 
appeal from Commission Cease and De- 
sist Orders.*" 

From this very incomplete summary 
it should be apparent that the commis- 
sion has been active in connection with 
a broad spectrum of health fads and 
health frauds and this activity is con- 
tinuing. In closing I should point out 
that the commission’s activities in this 
field, as in any other of its advertising 
cases. are limited by the ability of the 
commission’s staff to marshal the neces- 
sary evidence to prove that the ques- 
tioned claims are in fact misleading in a 
material respect. We find it necessary 
frequently to explain that in our cases it 
is not incumbent upon the advertiser to 
justify his representations but rather in- 
cumbent upon the commission’s trial 
attorney to prove that the claims are 
false and misleading. In cases involv- 
ing the advertising of foods, drugs, and 
related products, this ordinarily means 
that commission actions cannot go be- 
yond that which has been established by 
the scientists of this country who are 
available as expert witnesses in the 
proceeding. In those areas where there 
is genuine scientific controversy, or 
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where the facts have not been clearly 
established, effective regulatory action 
ss not possible. Every step forward 
taken by scientific and medical investi- 
gators enlarges the area where it is pos- 
sible for a regulatory agency, such as 
the commission, to take further measures 
in protection of the public interest, which 
means the protection of the public 
health. 
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A study of approximately 1,400 school children from 6 to 20 years of 
age revealed a number of interesting findings, among them differences 
and absence of differences in cholesterol levels. The study also 


suggests a need to reevaluate the concept of a causal 


connection between serum lipid levels and 


accumulation of lipids in the 


arterial wall. 


A COMPARATIVE STUDY OF SERUM CHOLESTEROL LEVELS 
IN SCHOOL CHILDREN AND THEIR POSSIBLE 
RELATION TO ATHEROGENESIS* 


Curtis G. Hames, M.D., and Bernard G. Greenberg, Ph.D., F.A.P.H.A. 


ease and its complications is the 
greatest single cause of mortality in the 
United States today. Despite the tre- 
mendous activity and research directed 
toward its solution, the etiology remains 
unknown. 

One approach in attempting to eluci- 
date its etiology is to study groups of 
individuals who have variations in the 
incidence of the disease. The mortality 
from cardiovascular disease, particularly 
coronary thrombosis, appears to be 
much less in the Evans County, Ga., 
Negro population than in its white 
population. This apparent racial dif- 
ference has been reported by numerous 
observers in other areas. 

A long-term epidemiological study of 
atherosclerosis is being conducted in 
this county. The areas of diet, serum 
cholesterol, beta lipoprotein, body build, 
occupation, family history, blood pres- 
sure, blood coagulation, and pathologi- 
cal data obtained from autopsies are 


* This is a preliminary report. 
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now being studied or will be investi- 
gated in the near future. 

Included in this profile is a com- 
parative study of serum cholesterol and 
beta lipoprotein levels in the entire 
school population of the county. This 
paper will describe those observations 
on serum cholesterol and beta lipopro- 
teins representing the first three grades 
of school and, in some instances where 
analysis is complete, on the entire 1,402 
observations for all 12 grades of school. 


Methods and Material 


Evans County, Ga., has a fairly stable 
homogeneous population of approxi- 
mately 7,500 people, two-thirds white 
and one-third Negro. It is a rural, 
nonindustrialized, high pork-consuming 
southern community which lends itself 
well to such a study. The senior author 
was born and has lived in the county 
all his life and knows intimately prac- 
tically every family in the county. 

This phase of the study represents 
1,321 observations on serum cholesterol 
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and 1,263 on beta lipoprotein. All blood 
samples (fasting) were collected at the 
school and immediately carried to the 
laboratory for centrifugation and sepa- 
ration of serums. Cholesterol was meas- 
ured by the method of Zlatkis, Zak, 
and Boyle. 

The blood samples were in connection 
with a county-wide civil defense effort 
to type the blood of all residents. All 
children in school were to be included 
in the study. Approximately 1 per cent 
of the parents refused permission and 
these children were omitted. The child’s 
age, weight, and height were recorded 
at the time the blood specimens were 
taken. 

The alpha/beta ratios were deter- 
mined by electrophoretic separation of 
the serum and stained according to the 
method of Jenks, Durrum, and Jetton.? 
The amount of dye uptake by the alpha 
and beta portion was determined colori- 
metrically after elution. The total dye 
uptake divided into each fraction gave 
the alpha/beta ratio in percentage. 


Appraisal of Laboratory Methods 


A. Serum Cholesterol—A study of the 
reproducibility of laboratory methods is 
essential if reliability of data is to be 
established. The Cooperative Study of 
Lipoproteins® highlighted the persistent 
difficulties with the prevailing labora- 
tory methods for measuring cholesterol 
and documented the technical errors 
of measurement associated with each 
technic. 

The statistic used to measure the 
technical error of measurement was: 


=(d2) 
2k 


where d=difference between duplicates 
of k pairs of measurements. 

The foregoing statistic assumes that 
the distribution of duplicate measure- 
ments is such that the average differ- 
ence between pairs is zero, or negligible. 
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The latter assumption is usually correct, 
but if the second determination should 
have a change in the average measure- 
ment because the serum has been stand- 
ing longer, the above statistic would 
overstate the true reproducibility of the 
method itself. A more correct estimate 
of true reproducibility is: 


=(d?) k 
s= > 2 


where d=difference beween the first 
and second determinations, respectively. 

In the present study, both of the 
given technical errors of measurements 
were calculated to assure the investi- 
gators that d was essentially not differ- 
ent from zero as well as to learn the 
magnitude in the Suctuations of d itself. 

(a) In a routine investigation of 
serum cholesterol reproducibility, 27 de- 
terminations were repeated on one day 
and the duplicates coded so that an 
individual’s identity was unknown to 
the technician. The value of s, was 
3.73 and s was found to be 3.66 and 
the value of d was not different from 
zero. This compares very favorably with 
the technical errors of measurement en- 
countered in the Cooperative Study where 
the values of s, ranged from 5.0 to 17.3 
in the four laboratories studied. 

In addition, several times during the 
week that the laboratory performed 
cholesterol determinations, a small num- 
ber of duplicate unknowns was included 
as a quality control measure to stand- 
ardize procedures. 

(b) To establish the validity of this 
laboratory’s methods with that of other 
institutions, the Cleveland Clinic from 
the Cooperative Study sent three sam- 
ples of serum in thermos jugs. The 
serum was several days old when used 
in the laboratory but the results were 
as follows: 


Sample Claxton Cleveland Clinic 
A 461 475 
B 309 355 
c 194 195 
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Also the Harvard Laboratory from the 
Cooperative Study ran a reconstituted 
lyophilized serum sample whose choles- 
terol was estimated by the laboratory 
here as 200 mg/100 ml. That labora- 
tory made nine determinations on the 
sample with values ranging from 192 
to 239, with an average of 197. 

(c) All cholesterol measurements were 
made in duplicate by a single labora- 
tory technician. If the duplicate de- 
terminations differed by more than 5 
per cent, the observations were repeated 
the next day and averaged. 

B. Beta Lipoproteins—The limitations 
to methods for doing lipoprotein deter- 
minations are fully appreciated. Paper 
electrophoresis appeared to be the most 
feasible for a large epidemiological 
study such as the Evans County study. 
It is recognized the dye uptake is not 
linear for high beta serum and different 
dye lots cannot be compared without 
standardization. 

Lipoproteins, also, cannot be ade- 
quately preserved in their normal state. 
Therefore, they do not lend themselves 
easily to the running of duplicate sam- 
ples over a period of days for longi- 
tudinal reproducibility studies. 

However, a sample of blood was 
divided into 16 parts, and all determina- 
tions made at the same time. The values 
ranged from 84 per cent to 90 per cent 
with an average of 86 per cent and a 
standard deviation (s)=to 1.3 per cent. 
This means that less than 10 per cent 
of the time a single determination would 
differ from its true value by more than 
plus or minus 1.75 (1.3) =2.3 per cent. 


Results of Observations 


Hemolysis 

Of the 1,402 participating children 
in school in the county, blood specimens 
on 78 of these hemolyzed to the extent 
that neither cholesterol nor beta lipo- 
proteins were measurable. In addition, 
there were three instances where only 
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Table 1—Distribution of Blood Speci- 
mens Which Hemolyzed, by Race, Sex, 
and Age Groups 


Age White 


Nonwhite 
(in Years) Male Female Male Female 

6 3 3 2 l 
7 1 6 6 3 
8 2 3 3 3 
9 4 2 6 7 
10 ~ — 3 1 
ll —* 2 2 
12 2 3 2 1 
14 
15 l — 
17 - 1 


Total 13 23 24 18 


*In addition to the 78 blood specimens where 
hemolysis had occurred as shown here, one nonwhite 
female aged 13 and two white males aged 11 years 
had blood specimens in which serum cholesterol could 
not be properly determined. 


the serum cholesterol could not be de- 
termined and 61 instances where only 
the beta ratio was not measurable. 

The distribution of the 78 blood 
specimens by age, race, and sex is 
presented in Table 1. 

In comparing these 78 children in 
Table 1 with the remainder of the 
school group, there does not appear to 
be any association of the hemolysis 
with age, race, sex, blood type, height, 
or weight. It can be assumed for the 
present purpose that these missing values 
are randomly distributed among the 
county children. 


Serum Cholesterol 


The quickest method of describing 
the results is to look at the group aver- 
ages by age, race, and sex. In Table 
2, the average serum cholesterol values 
are thus presented. 

It can be seen in Table 2 and Figures 
1 and 2 that the serum cholesterol levels 
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increased with age among each of the 
four race-sex groups. The rate of in- 
crease was slightly faster among the 
nonwhite children, since the rate was 
(3.3-4.3) units in contrast to (2.7-2.8) 
units per year for white children. There 
was a tendency for the females to in- 
crease slightly faster than males but 
in neither sex is the difference a sig- 
nificant one. 

In terms of an over-all sex differen- 
tial, there is no significant or consistent 
difference in either race. Similarly, a 
crude examination would suggest that 
there exists no racial differential. This 
is misleading, however, because the non- 
white race is definitely lower in cho- 
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nine years the difference has vanished. 
(Could this be the effect of a school 
lunch and milk program?) A smaller 
difference begins to appear once more 
around ages 13 through 16. This pecul- 
iar interaction is explained partially by 
the differences in rate of increase in 
serum cholesterol. As shown in Figure 
1, the white race has a steady rate of 
increase. In contrast, Figure 2 shows 
that the nonwhite children have an 
accelerated spurt from six to nine 
years of age and then a decelerated 
growth rate. 


Beta Ratios 
The examination of the beta ratios 


lesterol during the first two or three 
grades of school but by the age of 


presents an entirely different picture 
as shown in Table 3. 


Table 2—Average Serum Cholesterol Values Among 1,321 School Children by Age, 
Race, and Sex 


White Female Nonwhite Male Nonwhite Female 


Age White Male 
(in Years) Number Average Number Average Number Average Number Average 
6 31 158.0 24 156.2 9 137.4 ll 137.4 
7 34 163.2 43 164.4 21 151.1 31 153.8 
8 33 170.4 33 168.9 15 157.1 24 159.4 
) 25 172.0 17 167.8 22 173.4 13 173.2 
10 43 172.3 26 170.3 21 172.8 19 177.4 
11 32 176.3 40 171.4 19 183.6 19 177.8 
12 46 174.6 36 177.1 27 177.2 24 182.5 
13 35 183.7 34 182.3 20 175.4 26 186.6 
14 53 184.6 40 189.4 18 175.3 18 176.6 
15 32 192.0 34 191.2 20 184.5 23 196.2 
16 38 193.3 30 193.6 15 188.5 27 188.9 
17 27 184.8 31 179.1 12 182.8 12 203.6 
18 8 179.1 5 190.8 6 183.7 7 196.7 
19 4 176.0 — ~- 1 180.0 -- -- 
20 3 198.0 ~- — 3 210.0 1 190.0 
Total 444 177.0 393 176.8 229 173.7 255 177.0 
Average 
increase 
per year 2.7 2.8 3.3 4.3 
Average 
age in 
years 11.87 11.71 11.81 11.80 
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Figure 1—Average* Serum Cholesterol Levels Among White Children in Evans County, 


by Age and Sex 
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The striking observation from the 
study of the beta ratios is the consist- 
ently and significantly greater values 
found among the white children. This 
differential is fairly constant over all 
ages studied here and for both sexes 
and amounts to approximately 4.5 per- 
centage units. 
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In contrast to the cholesterol data, 
there is no growth trend except for the 
peculiar spurt among white male chil- 
dren from ages 10 to 11. Prior to and 
including age ten, these children had 
a beta ratio consistently hovering around 
70.0, whereas starting at age 11 and 
thereafter, the average beta ratio was 
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consistently between 74.0 and 76.0 per- 
centage points. This phenomenon might 
be related to pubertal development ex- 
cept that it was not seen among the 
nonwhite males nor were there any 
similar changes among the females as- 
sociated with their sexual development. 

There does not seem to be any con- 
sistent differential between the sexes 
with the exception of this peculiar in- 
teraction among white children. Prior 
to age 11, the white males are lower 
and subsequent to that age the reverse 
seems to hold true. 


Serum Cholestero! and Beta Ratio 
Owing to the fact that cholesterol was 
related to age but that beta ratios did 
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not appear to be so associated (with the 
exception of white males), it would 
be expected that the correlation be- 
tween cholesterol and beta ratio would 
be of a small order of magnitude. The 
largest correlation should occur among 
white males and this is exactly what 
happened. 

The simple correlations between cho- 
lesterol and beta ratio are as follows: 


Non- Non- 
White White white white 
Male Female Male Female 


Correlation 
coethcient 0.23 0.14 0.06 0.18 


Number of 


observations 414 376 220 250 


Figure 2—Average* Serum Cholesterol Levels Among Nonwhite Children in Evans 


County, by Age and Sex 
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Table 3—Average Beta Ratios Among 1,263 School Children by Age, Race, and Sex 


White Male 


White Female 


Nonwhite Male Nonwhite Female 


Age aaa 
(in Years) Number Average Number Average Number Average Number Average 
6 31 70.5 24 72.9 9 64.4 10 65.1 
7 33 70.9 43 72.7 21 70.9 30 68.4 
8 33 70.5 32 73.3 14 65.6 24 67.5 
9 25 70.1 16 72.4 19 68.2 13 68.0 
10 26 69.5 20 72.5 20 68.2 19 71.2 
ll 32 74.0 36 71.5 19 66.9 19 72.7 
12 44 74.2 36 74.9 24 67.3 24 69.3 
13 31 74.5 34 70.2 20 68.4 26 67.8 
14 51 73.2 40 69.4 18 67.4 17 68.1 
15 32 74.2 31 73.4 19 68.7 23 66.3 
16 38 76.3 29 74.7 15 65.2 26 70.4 
17 26 76.1 30 73.8 12 69.8 12 71.1 
18 7 75.8 5 69.0 6 69.8 7 68.3 
19 4 76.8 78.0 
20 3 78.7 3 74.3 1 59.0 
Total 116 73.18 376 72.51 220 67.98 251 68.81 
Average age 11.91 11.7 11.86 11.76 


These correlation coefficients, except 
for the nonwhite males, show a statis- 
tically significant association between 
the two sets of measurements. The asso- 
ciation is, of course, a slight one since 
the magnitude of the correlation co- 
efficient is not very great. 

Other studies in Evans County of 
serum cholesterol and beta ratios, when 
coupled with the previous relationship, 
make an interesting observation. Using 
fetal cord blood from newborn infants, 
there was no association between choles- 
terol and beta ratios at birth. Among the 
mothers who gave birth to these infants, 
the correlation between these two vari- 
ables was significantly different from 
zero and of a larger order of magnitude 
than that found among the present 
school children. Thus, it seems that the 
serum cholesterol and beta ratio are in- 
dependent at birth but become more 
strongly associated with each other as 
the individual ages. 


Further Analysis Using Height, Weight, and 
Blood Type 

Detailed analysis of the 1,402 obser- 
vations has not yet been made upon 
the relationship of serum cholesterol and 
beta ratio to height, weight, and blood 
type. An earlier examination of the 
first three grades of school, however, 
is presented here to point out interest- 
ing aspects. In the first three grades 
of school, there were 418 observations 
on serum cholesterol and 394 on beta 
ratio. 

A. Influence of Height and Weight 
(1) To determine whether taller chil- 
dren have higher or lower serum cho- 
lesterol and beta ratio values, correla- 
tion coefficients were used to measure 
the strength of this relationship. In 
as much as a child’s height is a func- 
tion of his age, when these coefficients 
are adjusted for age differences, the 
result is called a partial correlation 
coefficient. 
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In Table 4, these partial correlation 
coefficients are seen to differ very little 
from zero, and show no discernible 
trend for either race or sex. This means 
that those factors which are considered 
growth determinants, viz. heredity, hor- 
mones, diet, disease, and other envi- 
ronmental influences, do not have a 
combined influence upon either serum 
cholesterol or beta ratio during the 
ages from 6 to 11. 

(2) To determine whether those fac- 
tors which influence weight have an in- 
fluence upon serum lipids, a_ similar 
analysis was performed by substituting 
weight for height. The weight of a child, 
however, is not only a function of his age 
but also his height. Therefore, the partial 
correlation coefficients were adjusted for 
both age and height. The result is that 
the comparison is intended to measure 
the relationship of serum cholesterol 
and beta ratio with the stockiness of 
the child. 

Does the stocky or heavy child tend 
to have a higher or lower cholesterol? 
In Table 5, the partial correlation co- 
efficients are seen to be quite small 
again in their magnitude. An_inter- 
esting difference between this table and 
the preceding one, however, is that there 
appears for the females to be a slight 
association between stockiness and serum 
cholesterol, and between stockiness and 
beta ratio. That is, for girls between 
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the ages of from 6 to 11, there appears 
to be a slight but significant relation- 
ship between the stockiness of the girl 
and serum cholesterol and beta ratio. 
For boys, the relationship is not so 
evident and is even possibly reversed 
for the beta ratio. 

B. Influence of Blood Type—The re- 
lationships between blood type (O, A, 
B, AB) and serum cholesterol or beta 
ratio are of interest to determine 
whether the latter measurements are in 
some way linked to the genetic compo- 
sition of the individual. 

Separate analyses were performed on 
the white and nonwhite children since 
race is definitely associated with blood 
type. Sex was ignored and the data 
pooled since there is no evidence that 
blood types differ by sex. 

The beta ratios were analyzed by an 
analysis of covariance to adjust for 
age and no differences were found in 
either race. The serum cholesterol, on 
‘4e other hand; produced interesting 
findings for both white and nonwhite 
children. In Table 6, it can be seen 
that the average cholesterol values, ad- 
justed for age differences, differ in the 
various blood groups. The adjustment 
for age differences was necessary be- 
cause each blood group did not con- 
tain exactly the same age distribution of 
children. The analysis of covariance is 
shown in Table 7. 


Table 4—Partial Correlation Coefficients of Serum Cholesterol and Beta 
Ratio with Height Adjusted for Age, by Race and Sex 


Serum Cholesterol 


Number of 


Beta Ratio 


Number of 


Group Cases Coefficient Cases Coefficient 
White male 126 0.09 120 0.02 
White female 113 0.09 102 — 0.08 
Nonwhite male 91 — 0.05 85 0.04 
Nonwhite female 90 0.08 87 0.09 
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Table 5—Partial Correlation Coefficients of Serum Cholesterol and Beta 
Ratio with Weight Adjusted for Age and Height, by Race and Sex 


Serum Cholesterol Beta Ratio 
Number of Number of 
Group Cases Coefficient Cases Coefficient 
White male 126 0.00 120 — 0.05 
White female 113 0.16 102 0.17 
Nonwhite male 91 0.05 85 —0.13 
Nonwhite female 90 0.08 87 0.13 


Table 6—Average Serum Cholesterol Values of Children in First Three 
Grades of School Adjusted for Age, by Blood Group, and Race 


White Nonwhite 
Number of | Serum Number of Serum 
Blood Type Cases Cholesterol Cases Cholesterol 
0 113 167.7 102 162.1 
A 81 163.7 39 158.8 
B 15 159.4 37 154.5 
AB 5 165.2 2 —-.* 
* Number of cases too small to assign a reliable value here. 


The consistency of the differences for 
beth races as shown in Table 6, about 
4.0 units each in going from O to A 
to B was of special merit. The differ- 
ences were significant at the 5 per cent 
probability level after adjusting to an 
average age of 81, years in the analysis 
of cevariance. 

The complete analysis of the 1,402 
observations with respect to blood type 
is under investigation using the same 
method. The unadjusted values of aver- 
age serum cholesterol are not as widely 
divergent among the four blood groups 
as they appeared to be with the first 
three grades of school. One point which 
was definitely repeated in both races, 
however, was the low serum cholesterol 
values for those in blood type B. The 
difference amounted to about 5 mg per 
cent. 


Discussion 


The present data, in conjunction with 
observations made by ether investiga- 
tors, raise the question of the nature 
of the relationship between serum cho- 
lesterol and beta lipopretein to athero- 
genesis. 

The very nature of atherosclerosis 
makes this a most difficult relationship 
to elucidate because of these reasons 
alone: (1) The mechanism by which 
atherosclerosis occurs is not known; 
(2) the extent of its occurrence can- 
not be determined during life; (3) 
the extent of its involvement does not 
always parallel its clinical manifesta- 
tions. There may be minimal atheroscle- 
rosis in a critical area of the cardio- 
vascular system with thrombosis and 
death in contrast to widespread, severe 
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atherosclerosis with no clinical symp- 
toms. This paradox of apparent health 
in the presence of severe disease makes 
it extremely difficult to define adequately 
normal controls, to study the incidence 
or prevalence, and to measure the pro- 
gression, therapy, or prevention of the 
disease. In fact, the whole concept of 
relating lipids to atherogenesis in man 
is still based on association and infer- 
ence. At present, there is no direct evi- 
dence which will allow the transfer of 
data gained from experimental animals 
to man. 

Holman‘ has divided the natural his- 
tory of the disease into roughly four 
stages: fatty streak, ages from 0 to 19; 
fibrous plaque, ages 20-39; complica- 
tion of lesions; and clinical disease 
over 40. He measured the percentage 
of total area involved with fatty streaks 
on the inner surface of the aorta, which 
stained red with sudan IV in all chrono- 
logical age groups from birth to old 
age. This study demonstrated the uni- 
versal occurrence of the fatty streak 
which he considered the precursor of 
atherosclerosis in all individuals over 
three years of age. Of the total aortic 
area involvement with fatty streaks 
which develops during the life span, al- 
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most the maximum has occurred before 
age 20. This phenomenon has been 
demonstrated in pathological samples 
frem eight widely separated geographic 
areas of the world. It is unlikely that 
the Evans County population would be 
very different. 

In an unpublished study of almost 
2.000 cholesterol determinations in in- 
dividuals in Evans County under age 
18, fetal cord blood levels averaged 
about 80 mg per cent and gradually 
increased to a little less than 180 mg 
per cent by age 18. Here we have 
an interesting spectacle. Progressive de- 
velopment to almost maximum area in- 
volvement of aortic fatty streaks at a 
time when cholesterol levels were well 
below 200 mg per cent! 

Such an orientation suggests many 
vital questions. What is the relation- 
ship of serum cholesterol to athero- 
genesis? Does lowering serum choles- 
terol to levels that are compatible with 
the American way of life actually re- 
tard atherogenesis since we know there 
has been progressive development of the 
fatty streak in school children with 
levels well below 180 mg per cent? 

In Holman’s study, the nonwhite age 
group (11-15 years) showed approxi- 


Table 7—Analysis of Covariance of Serum Cholesterol for Nonwhite School Children, 


by Blood Type, Adjusted for Age Differences 


Sum 


Sum of Products 

Source of Degrees of of Squares for Age. 

Variation Freedom for Age Cholesterol 
Between 

blood types 3 1.4184 54.5455 
Within 

blood types 176 481.3094 3,346.7156 
Total 179 482.7278 3,401.2611 
Between 

blood types 

854.01 


347.26 = 2.46 significant at 5 per cent. 


MARCH, 1961 


Sum of Adjusted Sum 
Squares for of Squares Degrees of Mean 
Cholesterol for Cholesterol Freedom Squares 
3,256.1246 
84,040.8698 60,769.9648 175 347.26 
87,296.9944 63,331.9833 178 
3 854.01 


2.562.0185 


mately four times more fatty streaks 
than presumably comparable white age 
groups. In this survey in Evans County, 
the serum cholesterol levels were approxi- 
mately equal during this age period. 
This fact alone, assuming Evans County’s 
population is no different from other 
geographic areas studied, would tend 
to suggest the lack of a simple direct 
relationship between the occurrence of 
fatty streaks and serum cholesterol levels 
per se. On the other hand, one might 
reflect about the possible relationship 
between the increased fatty streaks 
among nonwhites (11-15) observed by 
Holman, and the present observation 
that the nonwhites from 6 to 9 years 
of age experienced a marked increase 
in serum cholesterol from levels which 
had previously been lower than whites. 
The rate of increase may be the key 
factor. 


Summary 


In a study of approximately 1,400 
school children, aged from 6 to 20 
years, in Evans County, Ga., the fol- 
lowing was observed: 


1. Beta ratios did not vary with age except 
for white males who exhibited a sudden 
spurt in going from 10 to 11 years of age. 
Beta ratios appeared to be higher in the 
white than the nonwhite. There was no 
sex difference in the nonwhite groups but 
the white males aged from 6 to 10 years 
were definitely lower than the females and 
about the same thereafter. 

3. Whites had significantly higher cholesterol 
levels in ages from 6 to 8. After that 
age. no race difference occurred. Choles- 
terol levels rose about 2.75 mg per cent 
per year for whites and about 3.8 mg per 
cent for nonwhites. 

4. The rate of increase in cholesterol level 

was faster among the nonwhites, particu- 

larly at the younger ages. 

There was a slight association between 

stockiness and serum cholesterol for both 

white and nonwhite females. 

6. Analysis of the observations from the first 
three grades of school with respect to 
blood type showed cholesterol levels vary- 
ing with blood type. Preliminary analysis 
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of all 12 grades of observations confirmed 
the low serum cholesterol values for those 
persons in blood type B. The difference 
amounted to about 5 mg per cent. 

7. The very early universal appearance of 
fatty streaks and their progressive evolve- 
ment (as observed in other studies) at 
a time when serum cholesterol levels are 
well below 200 mg per cent, suggests a 
need for reevaluation of the present widely 
accepted concept of a direct causal rela- 
tionship between serum lipid levels and 
arterial wall lipid accumulation that is 
commonly assumed to be the first stage 
of atherosclerosis. 
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ADDENDUM 


(1) The comparison of the levels of 
serum cholesterol according to blood 
group, for each race, has been extended 
to include the children of all ages in 
the study. The findings for all ages 
do not confirm the differences observed 
among the first three grades of school 
children. Although the differentials be- 
tween O and A and between A and B 
groups are in the same direction for 
the complete sample as those observed 
in the smaller subsample, the magnitude 
of each is reduced and statistically non- 
significant. 

This change might be caused by the 
fact that as children grow older, en- 
vironmental influences tend to dilute any 
genetic differential observed at earlier 
ages. On the other hand, the disappear- 
ance of an apparent genetic difference 
in this case might be statistical artifact 
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because the study was cross-sectional 
in nature whereas the data have been 
analyzed as if they had been longitu- 
dinal. The apparent diminution of the 
difference with age might be a cohort 
factor. That is, the young children, as 
they themselves grow older, might con- 
tinue to display the same difference 
among blood groups as they did at 
earlier ages. 

(2) Cholesterol determinations in this 
laboratory are now by the Abell-Ken- 
dall method. Results have been stand- 
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ardized with Dr. Jeremiah Stamler’s 
laboratory, Heart Disease Control Pro- 
gram, Chicago Board of Health. Be- 
cause of recent reports in the literature 
questioning the validity of the Zlatkis, 
Zak, and Boyle method and since the 
serum specimens had been frozen and 
were available, repeat determinations 
were made on a representative sample 
using the Abell-Kendall method. The 
re-run of these samples confirmed the 
previous findings and no final conclu- 
sions were thereby affected. 
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Continuity of Care Is of Paramount Importance 


“The number and complexity of the professional disciplines which may be 
properly directed toward the rehabilitation of even a single individual is equaled 
only by the number of institutions and agencies which can become involved with 
the problem on a community level. Just as properly oriented and trained medical 
direction is necessary in coordinating the many disciplines involved in the care of 
a single patient, so is properly oriented and trained direction indispensable for the 
best development and utilization of the many community facilities and agencies. 
Moreover, with the interest of the total person in mind, continuity of care becomes 
of paramount importance. This applies both to the groups involved in the medical 
treatment of the patient and the agencies involved in the socioeconomic and other 
community aspects of his problems. 

“It is the responsibility of the health department to develop an awareness of 
this basic need for a unified approach to total patient consideration in rehabilitation 
and its corollary, the continuity of care, through all the successive phases involved 
in such activities.” (Milton Feig, M.D., M.P.H., in October-December, 1960, issue of 
Health, quarterly bulletin of the Wisconsin State Board of Health.) 
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Public Health Association at the E::hty-Seventh Annual Meeting in Atlantic 
City, N. J., October 22, 1959. 


A single visit examination used by the National Health Survey for the 


nation-wide survey of the noninstitutional population is discussed. 
The data obtained in this manner are analyzed, the need for better 


diagnostic concepts and technics is examined, and the 


significance of the experience obtained is emphasized. 


CARDIOVASCULAR DATA OBTAINABLE FROM HEALTH 
EXAMINATIONS IN THE U. S. NATIONAL 


HEALTH SURVEY 


Oswald K. Sagen, Ph.D., F.A.P.H.A., and Alice M. Waterhouse, M.D., F.A.P.H.A. 


A MORBIDITY survey which seeks to 
collect data by directly examining a 
general population sample poses, among 
others, very difficult problems in arriv- 
ing at meaningful diagnoses which meet 
statistical and operational requirements 
of a survey. The U. S. National Health 
Survey has now designed a single visit 
examination for use in its nation-wide 
Health Examination Survey of the non- 
institutional population in the United 
States. 
sample which is representative of the 
country as a whole will be used to pro- 
duce the individuals to be examined. 
This entire procedure has been tested in 
three pilot projects, one of which sup- 
plied the data here discussed. In this 
paper attention is confined to some car- 
diovascular data obtainable from the 
examination procedure which was spe- 
cially designed for statistical purposes. 
The 190 examinations were made on a 
sample of adults in a midwestern county 
and were confined to persons from 18 
to 6+ years old. Although these people 
were interviewed at home preparatory to 
producing the actual examinees, none 
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of the household response information is 
used directly as part of the examination 
data. Therefore, all the data of this 
paper come from the examination pro- 
cedures conducted during a single visit 
by the examinee to the examination 
center. 


The Examination and Diagnostic 
Criteria 


The cardiovascular part of the ex- 
amination* consisted of a medical his- 
tory, a physical examination by an 
internist. a 12-lead electrocardiogram, 
and a 6-ft 14-in. x 17-in. chest x-ray. 
The medical history was a question- 
naire+ filled out by the examinee fol- 
lowed up by additional questioning from 
the internist on pertinent items. The 


* These procedures are essentially those 
developed in a contract study for the National 
Health Survey by Jeremiah Stamler, M.D., 
end associates in Chicago. 

+ The self-administered questionnaire for the 
medical history derives from a contract study 
on medical-history taking done for the Na- 
tional Health Survey by the Survey Research 
Center of the University of Michigan, Charles 
F. Cannell, Ph.D., study director. 
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physical examination relating to cardio- 
vascular disease included blood pres- 
sures taken at three spaced intervals, 
fundoscopy, palpation and auscultation 
of the heart, examination of the peri- 
pheral arteries for tortuosity and scle- 
rosis, and examination of the lower 
extremities for edema and _ varicosities. 

The examiners were senior residents 
or fellows in internal medicine, whose 
services were obtained under contract 
with a university.” Prior to each 
project, the physicians were given train- 
ing in the special technics of the cardio- 
vascular examination, and their profi- 
ciency in the standardized procedure 
was developed through a series of dry 
run examinations. 

The chest x-rays, developed shortly 
after the exposure, were read under 
“The State University of Iowa Medical 
School. 

this project, Dr. Michael Corrado, 
Georgetown University Medical Center, served 
as the training physician and supervised the 
examinations during the dry run for the Uni- 
versity of Iowa physicians. 


Table 1—Cardiovascular Diagnosis of 190 Persons by Age 
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an arrangement with the Tuberculosis 
Program of the Public Health Service. 
Each x-ray was read independently by 
three readers, who recorded findings 
on the heart and great vessels. When 
at least two readings were in agreement, 
that interpretation was taken as the 
definitive finding. X-rays on which all 
three readers disagreed were reviewed 
by a referee whose interpretation was 
then taken as final. 

The electrocardiograms were read in- 
dependently by two internists with one 
acting as referee on disagreements.* 
Atrial and ventricular premature con- 
tractions and minor conduction defects 
were classed as “within normal limits.” 

The diagnoses, as reported here, were 
based on the positive findings in the 


*In the pilot projects, Dr. W. Proctor 
Harvey of the Georgetown University Medical 
Center, read the electrocardiograms; Dr. 
Michael Corrado and Dr. Maurice Aygen 
each read independently the EKGs from the 
second and third pilot projects with Dr. 
Corrado also acting as referee in disagree- 
ments. 


Number of Persons by Age in Years 


Diagnosis All Ages 18-24 25-34 35-44 45-54 55-64 
Total persons examined* 190 25 42 53 44 26 
Definite 32 2 3 7 14 6 
Rheumatic heart disease 7 2 1 1 3 -- 
Arteriosclerotic heart disease l 1 
Cor pulmonale — 1 -- 
Hypertensive heart disease 9 _ — 1 5 3 
Heart disease—unclassified 4 — 1 — 2 1 
Hypertension 10 — 1 4 4 1 
Suspect 39 6 10 9 5 9 
Heart disease 22 6 7 4 1 4 
Hypertension 17 — 3 5 4 5 
No heart disease or hypertension 119 17 29 37 25 ll 
No positive findings 7 1 2 2 1 1 
Minor findings 112 16 27 35 24 10 
* Eighty-four white males, 102 white females, one nonwhite male, and three nonwhite females. 
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Table 2—Positive Findings in 22 Persons with Definite Heart Disease by Age 


Findings 


Number of Persons by Age in Years 


Definite heart disease, total 


Definite rheumatic heart disease 
History of rheumatic fever 
On physical examination: 
Enlarged heart 
Murmur—amitral insufficiency 
Murmur—amitral stenosis 
Murmur—aortic insufficiency 
Murmur—aortic stenosis 

On x-ray: 
Enlarged heart 

On EKG: 
Left ventricular hypertrophy 
Left axis deviation 
Conduction defect 


Definite hypertensive heart disease 
History of hypertension or heart 
disease 
On physical examination: 
Enlarged heart 
A. accentuated and/or murmur 
Diastolic blood pressure of 90 
mm or over 
K-W2, Grade 1 or 2* 
On EKG: 
Ventricular hypertrophy 
Infarct pattern 


Definite arteriosclerotic heart disease 


Diastolic blood pressure of 
90-94 mm 

On EKG—left bundle branch 
block 


Definite cor pulmonale 
On history and EKG 


Definite heart disease—unclassified 
History of heart disease 
Significant murmur 
Generalized heart enlargement 

on X-ray 


Sor 4 was found 


* No K-W Grade 


All Ages 18-24 25-34 35-44 45-4 55-64 

22 2 2 3 10 5 
7 2 l 1 3 
5 1 l l 2 
l l 
7 2 l 1 3 
2 l 
2 l — — l 
1 l 
1 — — l 
1 — — 1 
2 _ l 1 - 
9 1 § 3 
8 — — 1 4 3 
4 l 2 l 
7 _- 4 3 
8 — 1 4 3 
9 — — l 5 3 
2 - l 
2 — 2 
l l 
l — 
1 — — — — 

- l 
- ] 

4 l 2 l 
- 
3 - l 
1 


history, physical examination, x-ray, and 
electrocardiogram, and made in accord- 
ance with the New York Heart Asso- 
ciation’s “Nomenclature and Criteria for 
Diagnosis of Diseases of the Heart and 


Blood Vessels.” 
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Definite hypertension was diagnosed 
when the lowest of the three diastolic 
pressures was 95 mm or over. Suspect 
hypertension was diagnosed when the 
lowest of the three diastolic pressures 
was 90-94 mm. Diastolic pressures under 
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90 mm were considered normal. Systolic 
pressures did not enter into the classi- 
fication. 

The diagnosis of rheumatic heart dis- 
ease was made using one or both of 
the following criteria: 

1. A history of rheumatic fever and the 
presence of at least the characteristic 
murmur of mitral insufficiency. 

2. The characteristic murmur of mitral 
stenosis. 


Definite hypertensive heart disease 
was diagnosed when, in addition to 
definite hypertension, any of the fol- 
lowing findings were made: 


1. Enlarged heart on physical examination. 
2. Cardiomegaly or left ventricular enlarge- 
ment on x-ray. 


2 


3. Left ventricular hypertrophy on EKG. 


Examinees were classified as having 
definite arteriosclerotic heart disease. 
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when they presented (1) a history con- 
sistent with myocardial infarction and 
electrocardiographic evidence of definite 
infarction; or (2) x-ray evidence of 
heart enlargement in the absence of hy- 
pertension. Suspect arteriosclerotic heart 
disease was the diagnosis when there 
was a history of angina pectoris or 
when, in the absence of such history, 
there was evidence of myocardial dam- 
age. 

Definite heart disease unclassified was 
the diagnosis in cases where a signifi- 
cant murmur was found in the physical 
examination while the finding in itself 
was not pathognomonic of a particular 
type of heart disease. 

A diagnosis of no heart disease or 
hypertension was assigned when the 
evidence was insufficient to reach aay 
of the “definite” or “suspect” diagnoses 


as described. 


Table 3—Positive Findings in 22 Persons with Suspect Heart Disease by Age 


Number of Persons by Age in Years 


Findings Ail Ages 18-24 25-34 35-44 45-54 55-64 
Suspect heart disease, total 22 6 7 4 1 4 
Positive EKG reading with: 
Symptoms* and nonsignificant 
Symptoms* only, - — lt 
Suspect EKG reading** with: 
Symptoms* and nonsignificant 
murmur 3 2 1 - 
Symptoms* only 5 ] 2 l — 1 
Nonsignificant murmurs only l l - 
Symptoms* and history of heart 
disease or high blood pressure 3 2 — — -- 1 
No other finding 4 1 1 1 
Generalized heart involvement on 
x-ray with symptoms* 2 1 1 
Increased pulmonary ‘vascularity 
with history of high blood 
pressure 1 1 — — — 
Suspect angina pectoris on history 
* Symptoms described by answers on medical history. 
+ On EKG, P-R interval was 0.24; no history of rheumatic fever. 
+ On EKG, definite infarct pattern but no related symptoms. 
** “Suspect EKG” refers to possible right or left ventricular hypertrophy or possible infarction. 
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Table 4—Positive Findings in 27 Persons with Definite or Suspect Hypertension by Age 


Number of Persons by Age in Years 


Findings 


Definite and suspect hypertension, 


total 27 
Definite hypertension* 10 
History of high blood pressure 7 


History of medication for 
hypertension 

K-W?, Grade 1 or 2 

Peripheral arteriosclerosis 

EKG, abnormal 


Suspect hypertensiont 7 
History of high blood pressure 7 
K-W2, Grade 1 or 2 9 
Peripheral arteriosclerosis 4 

‘ 


EKG, abnormal 


All Ages 18-24 25-34 35-44 45-54 55-64 


4 9 8 6 
- 1 4 

2 

3 5 4 5 
l 3 3 — 
— 1 2 2 + 
- l 3 ] 2 


* Diastolic blood pressure of 95 mm or over (lowest of three readings). 
+ Diastolic blood pressure of 90-94 mm (lowest of three readings). 


The only manifestations of cardiovas- 
cular disease discussed in the present 
paper are heart disease and hyperten- 
sion, although the examination produces 
information on such conditions as vari- 
cose veins, peripheral arteriosclerosis, 
and cerebrovascular accidents. Further- 
more, the additional information on 
height, weight, girth, and skinfold are 
omitted from consideration here. 


Some Examination Results 


There were 32 among the 190 persons 
examined who were found to have defi- 
nite heart disease or hypertension, but 
only seven were completely negative for 
these diseases. Between these extremes 
were 39 who fell in the suspect class 
while 112 had some minor findings 
(including symptoms only) which were 
too indefinite for even a suspect diag- 
nosis. A summary of the diagnostic 
findings is given in Table 1. 

The various positive findings in each 
examinee with defirite heart disease 
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are shown in Table 2. The diagnosis 
figures are unduplicated counts of the 
individuals, each of whom may have 
contributed several findings. Since each 
definite diagnosis met the appropriate 
criteria of the New York Heart Associa- 
tion’ there is little room for doubt that 
these definite diagnoses represent actual 
cases of heart disease. 

The cases which were diagnosed “sus- 
pect heart disease” are ones which 
failed to meet the criteria fully but 
which nevertheless had positive or sus- 
pect findings that could not be dismissed 
as no disease. If these examinees were 
kept under observation, probably some 
would eventually fall in the “definite” 
category, while others would be dis- 
missed as free of heart disease. It is 
particularly for cases such as these that 
the Heart Association criteria are inade- 
quate to classify individuals on the basis 
of a single-visit examination. 

Once a decision on criteria has been 
made it is much easier to classify ex- 
aminees by hypertensive status. In this 
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study, decision is on the conservative advantage of having to obtain all 
side because (a) classification is en- information about the individual on a 
tirely in terms of diastolic pressure, single visit. 
(b) the “lowest” of the three diastolic Another line of demarcation difficult 
readings is used, and (c) pressures of to establish is the one between cases in 
90-94 mm are all classed as “suspect.” —_— the “suspect” category and those with 
reserving 95 mm and over as definitely —_s minor findings in the “no disease” cate- 
hypertensive. Obviously, any shift in gory. This is particularly the area where 
the critical pressure levels and the in- — continued observation of the examinee 
clusion of systolic hypertension would has much to offer. Nevertheless, this 
sharply modify the distribution of cases also emphasizes the great need for im- 
among the three categories of definite. proved diagnostic technics applicable to 
suspect, and normotensive. the single-visit examination. Whatever 
Table 4 summarizes the positive find- the technics, more adequate definitions 
ings within each diagnostic class. The for the diagnostic classes are essential 
number of abnormalities found in the __ if the single-visit examination is to pro- 
suspect class would seem to indicate that duce more refined data on the majority 
these persons need to be observed over — of examinees. 
time before establishing a firm diagno- It is noteworthy that 97 of the 119 
sis, the usual procedure in clinical prac- _ persons classed as having neither heart 
tice. This also reemphasizes the dis- disease nor hypertensive disease gave 


Table 5—Findings in 119 Persons with No Heart Disease or Hypertension by Age 


Number of Persons by Age in Years 


Findings All Ages 18-24 25-34 35-44 45-54 55-64 
No heart disease or hypertension,* 
total 119 17 29 37 25 11 
No positive findings 7 1 2 2 1 1 
Minor findings 112 16 27 35 24 10 
Symptomst only 66 ll ll 22 15 7 
Symptomst with nonsignificant 
murmur 18 3 5 7 3 — 


Symptoms with nonsignificant 

murmur and EKG within 

normal limits** 2 1 
Symptoms with EKG within 


normal limits** 5 — 3 1 1 -- 
Nonsignificant murmur only 2 l 1 
EKG within normal limits** 4 1 l 1 
Symptoms and history of high 

blood pressure 4 1 _- 1 1 1 
History of rheumatic fever or 

sore throat 9 — 5 2 1 1 


*“‘No heart disease or hypertension’’ implies insufficient evidence to reach a definite or suspect diagnosis. 
“Symptoms only” refers to mention of some CV symptom on history without any other evidence of disease. “Other 
findings’ refers to some abnormality found on EKG, or x-ray, or physical examination or combinations thereof 
with or without mention of symptoms—none of which in totality were sufficient to diagnose either heart disease 
or hypertension. See Tables 3 and 4 for the specific categories in these broad groups. 

+ Does not include questionable angina pectoris. For example, the one examinee with a history of chest pain 


characteristic of mild angina pectoris was listed as “suspect” in Table 3. 
t Symptoms described by answers on medical history. 
** Atrial and ventricular premature contractions and minor conduction defects. 
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answers in their medical histories to 
indicate that they currently had some 
symptoms not inconsistent with disease. 
This does not necessarily mean that 
some 81 per cent of the no disease 
group had something in the way of 
definite symptoms, but rather that the 
self-administered questions in the medi- 
cal history failed to discriminate be- 
tween the meaningful and meaningless. 
The examination procedure calls for 
further probing by the examining phy- 
sician on the positive answers in the 
history, but the effects of this screen- 
ing of answers have not yet been tabu- 
lated. Actually 66 of the 97 evidenced 
no other findings of any sort. Accord- 
ingly. we find that in about 26 per cent 
of the “no disease” group there were 
some minor findings other than symp- 
toms alone. 

With 85 males and 105 females in 
the sample, there were disproportion- 
ately more women than men. However, 
both sexes were distributed much the 
same by age as can be seen in Table 6. 

Of particular interest is the fact that 
there was a lower percentage of males 
who fell in the “no disease” category 
in each of the four lower age groups. 
Another curious item is the striking 
similarity between the sexes at each age 
in the “symptoms only” category among 
the “no disease” group that accounted 
for a good third of each sex among the 
examinees. A_ striking dissimilarity 
shows up in the ratio of “suspects” to 
“definites” where the men had five 
suspects for every three definites and 
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the women had only three suspects for 
every four definites. 


Conclusions 


On the basis of a single-visit exami- 
nation designed for survey purposes, 
the diagnoses arrived at are essentially 
statistical rather than clinical. It be- 
comes necessary to arrive at a firm 
decision on each examinee with respect 
to whether his case falls into the defi- 
nite, suspect, or no disease category. 
Existing criteria for such decisions are 
not fully adequate. There is little difh- 
culty in recognizing and _ classifying 
truly manifest disease and, at the op- 
posite extreme, the complete absence 
of disease. However, severe difficulty 
exists in drawing sharp lines of de- 
marcation between suspect and definite 
disease and between suspect and no 
disease. The majority of examinees 
drawn at random from a general non- 
institutionalized population fall into the 
group between the two extremes. This 
focuses attention on a real need for 
sharper definitions which can be ap- 
plied in distinguishing the several classes 
of diagnosis and also for new and im- 
proved diagnostic technics which can 
be applied to a single-visit examination. 
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The organization, scope, and characteristics of the Medicare program are 
described. The authors discuss the relationship between administrative 
methods and the evaluation of services, standards of care, 


investigation of statistical data, and scope of services. 


These issues are considered in relation to the 


national significance of Medicare. 


THE MEDICARE PROGRAM: SOME QUESTIONS OF 
POLICY AND ADMINISTRATIVE PRACTICE 


Mary Lee Ingbar. Ph.D.. M.P.H., F.A.P.H.A., and William M. Schmidt. M.D., F.A.P.H.A. 


DepeNnpeNts’ Medical Care Pro- 
gram.' popularly known as Medi- 
care, was designed “to create and main- 
tain high morale throughout the 
uniformed services by providing an im- 
proved and uniform program of medical 
care for members of the uniformed serv- 
ices and their dependents.”'* Hospitals 


*Section 102 of Public Law 569 defines 
“uniformed services” to mean the Army, Navy, 
Air Force, Marine Corps, Coast Guard, Com- 
missioned Corps of the Coast and Geodetic 
Survey, and the Commissioned Corps of the 
Public Health Service. Potentially eligible 
for care are wives and dependent children 
of members of the uniformed services on 
active duty for more than 30 days and 
husbands of active duty service women, if de- 
pendent upon their wives for more than 50 
per cent of their support. 

Note: Since this article was submitted for 
publication, there have been several note- 
worthy additions to Medicare. Four types of 
care deleted from this program on October 1, 
1958, were restored on January 1, 1960. Treat- 
ment of injuries on an outpatient basis, up to 
21 days of hospitalization for acute emotional 
disorders, surgical care that can be planned, 
and certain pre- and posthospitalization tests 
and procedures are now again included in the 
program. 

The Third Annual Report, released on June 
1, 1960, continues the excellent statistical 
studies initiated the preceding year and ex- 
tends the critical evaluation of the program 
and its problems. 
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and other medical facilities of the serv- 
ices had frequently been shown to be too 
distant or too crowded to meet the needs 
of dependents+ for medical care. par- 
ticularly those 40 per cent of the three 
million dependents residing away from 
their sponsors.** Following the intro- 
duction of Medicare on December 7, 
1956, the increase in reported admis- 
sions to civilian and military hospitals 
clearly suggests that many dependents 
had previously been receiving civilian 
care at their own expense.t 

+ Although no data are readily available on 
the age-sex distribution of dependents, de- 
tailed data are given in Table 16, page 54 of 
the Second Annual Report® for patients under 
Medicare. Approximately 6 per cent are 
under one year of age, 18 per cent are 1-13 
years, and 75 per cent are wives (17 per cent 
14-19 years, 45 per cent 20-29 years, and 14 
per cent over 30 years). 

t By the second quarter of 1957, total ad- 
missions to hospitals, civilian and military, 
appeared to stabilize at a level reflecting 
a 50 per cent to 55 per cent increase over 
levels prior to the adoption of Medicare. 
Early statistics following curtailments in the 
program effective October 1, 1958, show a 
reduction in the number of patients admitted 
to civilian hospitals by more than 30 per cent 
without a corresponding increase in admis- 
sions to service hospitals. These figures sub- 
stantiate the need for the program and raise 
the question of whether, since these recent 
curtailments, the needs of many of these 
patients are now being fully met. 
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In the nearly three years since its in- 
ception, Medicare has accounted for an 
expenditure of close to $250 million. In 
the calendar year 1958, 52 per cent of 
664,000 dependent admissions were to 
civilian hospitals under Medicare, while 
48 per cent represented admissions to 
service hospitals. The 264,000 births to 
service dependents represented 6 per cent 
of all births in the United States in 1958. 
The two-thirds of these births which 
occurred in civilian hospitals accounted 
for 55 per cent of the admissions to 
civilian hospitals under Medicare. 

A program of this size and scope is 
consequently of compelling interest to 
the public health worker and the legis- 
lative planner. Experience in this pro- 
gram can assist in the development of 
other public medical care programs. 

Considerable information on this pro- 
gram is available. In addition to the 
two annual reports required by law, ad- 
ministrative circulars, claim forms, di- 
rectives, and other documents have been 
issued by the Office of Dependents’ Medi- 
cal Care (ODMC). The Congressional 
Record contains the legislative and op- 
erational history of the program.*> The 
Second Annual Report,* issued June 1, 
1959, is particularly useful. It includes 
data on operations for the period from 
July 1, 1957, to December 31, 1958, by 
six month intervals. It is, unless other- 
wise specified, the source of statistical 
information cited herein. 

More detailed data and other compre- 
hensive analyses will no doubt be pre- 
pared when the ODMC has the time and 
the resources. Meanwhile, it is gratify- 
ing to see the improvement in the presen- 
tation and analyses of statistical data 
between the First and Secend Annual 
Reports. Nevertheless, it is a matter of 
concern that, except for work carried 
out by the ODMC, few detailed studies 
of this program have been undertaken. 
Numerous questions of policy and ad- 
ministrative practice are raised by a 
review of the published data. 
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The Program 


The Dependents’ Medical Care Act 
lists the types of care to be covered.' It 
provides for meeting the costs of com- 
plete maternity care and medical and 
surgical care normally received as a 
short-term hospital inpatient, including 
virtually all ancillary, drug, supply, and 
special service charges, and related pro- 
fessional expenses.* Semiprivate civilian 
accommodations are covered, except for 
the patient’s payment of $25 or $1.75 
per day, whichever is greater, as weil as 
certain portions of the additional cost 
of private rooms and special nursing 
services. There is a limit of 365 days 
per admission, but no limits are placed 
on the number of admissions per de- 
pendent nor the number of dependents 
admitted from a single family. 

Thus, for those conditions covered by 
the program, the burden of hospital 
costs is largely borne by Medicare. 
Average costs to the patient do not ex- 
ceed $35 per admission for nearly all of 
the many diagnoses for which special 
cost tabulations have been undertaken. 
For all of these 344,085 admissions in 
fiscal year 1958, the average cost per 
case to the federal government was 
$254. Excluded from coverage, however, 
are conditions invelving long-term hos- 
pitalization such as nervous and mental 
disorders and chronic diseases (except 
for the acute phases). Also excluded 
are surgical conditions for which treat- 


* Laboratory, pathology and x-ray services, 
drugs and other medical supplies, and limited 
dental care are provided. “Dental treatment 
is provided only to hospital inpatients, who 
are hospitalized for otherwise authorized care, 
as a necessary part of the treatment of the 
basic medical or surgical condition requiring 
their hospitalization.”® 

+ When these services are ordered by the 
attending physician, the patient pays 25 per 
cent of the difference between the cost of a 
private and semiprivate room, and the first 
$100 plus 25 per cent of charges over $100 for 
private duty nursing care. 
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ment can be planned* and elective 
surgery. 

Within this framework of benefits for 
authorized care, both the physician and 
patient have “free-choice.” In accept- 
ing patients, the physician accepts as 
full payment the allowable fee under the 
Medicare schedule. This provision, 
which is accepted by the physician in 
signing the claim forms, enables Medi- 
care to be a service rather than an 
indemnity program. Formerly, all de- 
pendents could choose between the use 
of civilian and service personnel and 
facilities. However, this choice is now 
available only to the 43 per cent of 
Medicare cases who reside away from 
their sponsor. 

Since the restrictions in the program 
instituted October 1, 1958, dependents 
residing with the member of the services 
to whom they are related (their 
“sponsor”) must obtain a permit from 
a uniformed service authority before 
being eligible for civilian care. This 
change, which was accompanied by cur- 
tailments on all services not specifically 
authorized by the act,} reflects congres- 
sional concern with the rising costs of 
the program which led to the decreased 
appropriations for fiscal year 1959. Con- 
gress also wanted to halt the declining 
use of service hospitals by dependents, 
particularly for maternity care. Limit- 
ing the availability of services and the 
types of care authorized would insure, it 
was believed, a more optimal utilization 

* “Medical and surgical care that is desired 
or requested by the patient, which, in the 
opinion of the responsible medical authority 
ean be planned, later scheduled, and effec- 
tively treated at a later date without detriment 
to the patient.” 

+ These services included those consequent 
to termination visits (one visit to a civilian 
physician, who ends his care before or upon 
hospitalization of the patient), neonatal or 
well-baby visits, plannable surgery and medi- 
cal care, outpatient pre- and postsurgical tests 
and procedures, treatment of fractures, dis- 
locations, lacerations, and other wounds on an 
outpatient basis, and treatment of acute emo- 
tional disturbances. 
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of existing service facilities and preserve 
their effectiveness as instruments for 
dealing with a national emergency. 

Before raising the broader issues of 
policy posed by this program, it is de- 
sirable to make explicit certain attitudes 
frequently left implicit in such discus- 
sions. There is sometimes a tendency to 
assume that responsibility ceases when 
payment for all, or for a large part. of 
physicians’ services and hospital costs is 
provided. In contrast, an alternative 
view holds that public responsibility 
goes further and includes functions such 
as educating the population to be served, 
establishing, evaluating, and improving 
standards of care, and providing related 
essential services. It is with the latter 
concept in mind that issues of adminis- 
trative practice and public policy raised 
by this program are to be considered. 
Policy decisions, it ought to be added, 
are not based solely upon public health 
considerations, but the contribution of 
the public health professions is to try 
to see that the program serves the health 
and well-being of the population. 


Administration 


Under the act, the Secretary of 
Defense, after consultation with the Sec- 
retary of Health, Education, and Wel- 
fare, is authorized to enter into 
contractual arrangements with “such 
insurance, medical service or health 
plans” as he considers appropriate for 
the implementation of the program.’ 
Approximately 55 fiscal agents in the 53 
geographic areas are currently being 
utilized in the operation of Medicare. 
The functions of these agents are essen- 
tially limited to approving claims and 
effecting payments for authorized serv- 
ices in accordance with procedures and 
forms established by ODMC. Blue 
Cross and Mutual of Omaha (a commer- 
cial insurance company) act as prime 
fiscal agents of the federal government 
for paying claims of hospitals, while a 
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variety of fiscal agents serve for the pay- 
ment of physicians including Blue 
Shield (in three-fifths of the states), 
state medical societies, state health plans, 
Mutual of Omaha, and other commercial 
insurance carriers.* Tripartite or two- 
party contracts as fiscal agents involve 
the state medical societies in all but six 
states (Rhode Island, Ohio, Washington, 
Oregon, Texas, and Oklahoma). But 
the primary function of the state medical 
societies is to act as the representative 
of the physicians in negotiating fee 
schedules with the government and to 
appoint the Medicare committees which 
review the appropriateness and reason- 
ableness of charges in unusual cases. 
The staff of the federal administrative 
office,+ with the assistance of advisory 
committees,t makes every effort to co- 


* Tripartite contracts between the federal 
government, the state, district, or territorial 
medical society, and Blue Shield or some 
other health plan exist in 32 states and the 
District of Columbia. Two-party contracts be- 
tween the federal government and the state or 
territorial medical society are in effect in ten 
states and Puerto Rico. Two states have 
three-party contracts between the federal gov- 
ernment, the state medical society, and an in- 
surance company. Three states, Rhode Island, 
Ohio, and Texas, have two-party contracts 
between the federal government and an insur- 
ance company. While in three other states, 
Washington, Oregon, and Oklahoma, two-party 
contracts between the federal government and 
health plans are in effect. 

+ The ODMC, headed by an Executive Di- 
rector, consists of a Business Office, a Liaison 
and Special Activities Office, and a Special 
Group for the Physicians’ Schedules of Allow- 
ances and Special Reports. The administrative 
assistant acts as an information officer. Office 
activities are complemented by the services of 
a Legal Counsel and a Director of Dental 
Affairs. The ODMC is responsible to the 
Surgeon General of the Army who is Deputy 
Program Director of Medicare. The Deputy 
Chief of Staff for Logistics has been desig- 
nated Program Director for Medicare by the 
Secretary of the Army, acting as Executive 
Agent for the Secretary of Defense. Six ad- 
visory groups aid the ODMC. 

t Six advisory groups have been formed to 
aid the Office for Dependents’ Medical Care 
in coordinating activities and formulating 
policies. These include: Advisory Committee 
to the Secretary of Defense for Dependents’ 
Medical Care: American Medical Association 
Medicare Committee: American Hospital As- 
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ordinate and assist the state programs as 
well as to develop the policies and pro- 
cedures upon which they operate. But 
the ODMC must use primarily corre- 
spondence, circulars, directives, and, to 
the extent possible, field visits to main- 
tain liaison. It does not have a regional 
organization comparable to that of such 
agencies as the Public Health Service 
and the Children’s Bureau. Nor in the 
routine administration of the program 
does it currently utilize state health de- 
partments or other agencies, state or 
local, governmental or voluntary, which 
carry on service programs for health 
supervision, medical care, or other re- 
lated services. 

Under these conditions, it is not sur- 
prising to find that the total administra- 
tive costs of the program have been 
comparatively low. They accounted for 
2.1 per cent of the total cost of the pro- 
gram between July 1, 1957, and De- 
cember 31, 1958, of which less than 0.3 
per cent was accounted for by the Wash- 
ington office. For the program as a 
whole, the general level of administra- 
tive costs reflects, on the one hand, the 
limited scope of administrative activities 
and, on the other hand, the magnitude 
of benefits. The average nonprofit ad- 
ministrative cost allowances received by 
fiscal agents reimbursing hospitals for 
authorized care was $1.77 per claim in 
the fiscal year 1958 for Blue Cross and 
$1.26 for Mutual of Omaha; the average 
value of these claims was somewhat over 
$110. The savings effected by Blue 
Cross through billing the government at 
the rates used in Blue Cross Formula 
Contracts, however, more than paid for 
administrative services; 3.4 per cent of 
customary hospital charges were saved 
and this resulted in a net saving of 2.0 


sociation Medicare Committee; Liaison Com- 
mittee comprised of representatives from the 
Medical Services of the Army, Navy, Air 
Force, and Public Health Service: a Dental 
Advisory Committee; and a pharmacy con- 
sultant (American Pharmaceutical Associa- 
tion). 
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per cent (after taking account of Blue 
Cross administrative charges). The ad- 
ministrative cost per claim of reimburs- 
ing physicians varied among the fiscal 
agents and their subcontractors both in 
absolute dollar terms and as a percentage 
of the value of claims processed. The 
average administrative cost of paying a 
physician’s claim ranged from 69 cents 
to $4.61 on claims whose average value 
was about $75. This variation reflects 
primarily differences in the volume of 
claims processed, the number of pay- 
ment centers of subcontractors, and the 
nature of contractual arrangements with 
subcontractors, as well as differences in 
the efficiency and effectiveness of admin- 
istration. In particular, contractors may 
integrate the payment of claims into 
their other operations or they may con- 
duct Medicare activities as separate en- 
tities. The data presented above on 
administrative costs suggest that further 
analysis may be desirable. 

The description of the administration 
of the program also leaves unanswered 
the broader question, “Does the struc- 
ture of the administrative organization 
tend to foster the provision of adequate 
or good medical care?” More specifi- 
cally, “Does administration by fiscal 
agents promote policies which raise the 
quality of medical care received by de- 
pendents of servicemen from civilian 
sources or does the absence of profes- 
sional staff at the operating level impede 
the development of such policies?” 


Evaluation of Services 


The next question to be considered is, 
“Should the ODMC evaluate the quan- 
tity and quality of care provided?” In 
its First Annual Report, the ODMC 
“recognized that basic to its [the pro- 
gram’s] success was the necessity to 
preserve and maintain the normal 
customary and established practice of 
medicine throughout the United States 
and its Territories.”* But, does the care 


provided under Medicare conform with 
the “normal, customary and established 
practice of medicine?” Some’ informa- 
tion which might help answer this ques- 
tion is currently compiled. The cesarean 
section rate has been reported to be 3.3 
per cent, among dependent children the 
tonsillectomy rate was 1.3 per cent, and 
hospitalization during pregnancy (ex- 
cluding labor and delivery) occurred in 
6.5 per cent of maternity cases. Rates 
have also been presented for fetal losses, 
prematurity, and other conditions.* 

Such rates may become a basis for 
evaluating the care provided under the 
program. For example, one-half of the 
4,889 cesarean sections performed under 
Medicare in the year ending June 50, 
1958, were “classical sections” and one- 
half “low cervical sections.” This con- 
trasts with much lower ratios reported 
for other patient groups.*"'! Is the Medi- 
care figure a reporting or coding error? 
If this percentage represents actual prac- 
tice, is this indicative of “customary” or 
“good” obstetrical care? What accounts 
for this high percentage of classical sec- 
tions and does it vary from hospital to 
hospital and area to area? Can differ- 
ences be explained by differences in 
population characteristics between Medi- 
care patients and service hospital patients 
or between Medicare patients and the 
general population? Can differences be 
explained by differing ratios of primary 
to repeat sections? To date this striking 
finding remains unexplored. However. 
it is just such information which may 
serve to furnish the groundwork for the 
improvement of the program and for the 
stimulation of practices, such as con- 
sultant services, aid to professional edu- 
cation, and extension of facilities, which 
elevate the normal standards of medical 
practice for the civilian population as 
a whole. 

In general, the rates currently being 
compiled by the ODMC must, useful 
as they are, be accepted with reservation. 
First, the lack of age-sex breakdowns and 
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the absence of information on care re- 
ceived in service hospitals make these 
rates difficult to interpret and hard to 
compare with rates derived from other 
programs. Second, these rates need to 
be supplemented by additional data if 
they are to be used in evaluating the 
characteristics of the medical care pro- 
vided. There are many accepted com- 
ponents to the study of the quality of 
maternity and newborn care’ which, as 
yet, cannot be assessed for Medicare; for 
example, the number of prenatal visits, 
trimester of pregnancy in which care 
begins, qualifications of physicians per- 
forming various surgical and compli- 
cated obstetrical procedures, and _peri- 
natal and neonatal mortality rates. Some 
of this information might be compiled 
from the existing claim forms. To obtain 
other data, a revision of the claim forms 
would be necessary. Third, average 
statistics for the program as a whole 
need to be supplemented by data on the 
dispersions about these means in order 
to understand the comparative char- 
acteristics of the medical care being 
provided. It would not be easy, of 
course, to compute and interpret state 
and local rates for this program. The 
eligible population is mobile, not only in 
terms of geographic residence, but also 
in terms of service status, residence with 
respect to sponsor, and receipt of care 
through service facilities. Nonetheless, 
even if only approximate, such rates 
might prove useful. Differences in the 
quantity and quality of care received in 
various localities might be shown to be 
associated with factors (such as avail- 
ability of postgraduate educational facili- 
ties and the presence of accredited 
hospitals) which can be influenced by 
administrative or professional actions. 
Finally, time series might be developed 
on a national, state, and local basis for 
the more important series in order to 
illuminate the factors responsible for de- 
termining the level of “customary” medi- 
cal practice. 
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Maintenance and Improvement of 
Standards 


Similarly, it is necessary to inquire, 
“How can the program assist civilian 
health agencies and organizations in im- 
proving the care afforded the general 
population?” Several mechanisms sug- 
gest themselves. First, the physicians’ 
claim forms might require ancillary data 
on the treatment for which payment is 
requested. For example, a report that 
pathological examinations of surgical 
specimens have been made might be 
made mandatory. Also, if major surgery 
is to be performed by a nonspecialist, 
prior consultation with a specialist could 
be required, 

Similarly, it would be possible to 
change the definitions of eligible vendors 
of service. In its First Annual Report. 
the ODMC stated that the “standards of 
physicians’ services for eligible depend- 
ents are the same as standards estab- 
lished for other civilians.”* In accord- 
ance with these principles, any civilian 
physician duly licensed under the laws 
of the state is entitled to reimbursement 
for any care rendered to dependents in 
accordance with the act. The definition 
currently used to determine eligible hos- 
pitals approximates the requirements 
established for inclusion in the Directory 
of the American Hospital Association. 
More specifically, Medicare “benefits are 
provided in hospitals which are operated 
in accordance with the laws of the state 
in which they are located: which provide 
diagnostic and therapeutic facilities for 
surgical and medical diagnosis, treat- 
ment and care of injured and sick per- 
sons by or under the supervision of staff 
physicians: and which continuously pro- 
vide 24-hour nursing service by reg- 
istered graduate nurse.”!** It would 


*It is further stated that, “If the experi- 
ence of the government indicates that the care 
provided by a hospital is substandard or that 
the hospital’s charges are excessive, the gov- 
ernment may withdraw approval for use of 
that hospital to care for dependents.”!* 
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appear that the government could estab- 
lish definitions which would reinforce 
the hospital accreditation standards of 
the Joint Commission on Accreditation. 

Finally, within the structure of the ex- 
isting program, the schedules negotiated 
between the state medical societies and 
the ODMC may have an important bear- 
ing upon the readiness of physicians to 
participate in the program. In particular, 
specialists may be reluctant to accept 
Medicare patients if maximum fees are 
based upon those customarily received 
in the area from families with incomes 
of $4,500 or less, as is now the practice. 
Currently. no differentials in fees are 
based on the qualifications of physicians 
performing the service. Lack of data 
makes the significance of fee schedules a 
matter of speculation. Information is 
required on the qualifications of physi- 
cians participating in the program by 
condition treated and geographic area 
as well as on the details of the fee 
schedules by geographic areas. 

The ODMC might also assist in main- 
taining and improving the adequacy of 
practice by instituting new rules and 
regulations. Thus, for example, it would 
be possible to refer patients syste- 
matically to the appropriate state or 
local agencies rendering services not 
covered by the program if prior authori- 
zation of care were required for speci- 
fied conditions. Currently, no system 
exists under Medicare for selecting pa- 
tients for priority follow-up by public 
health nurses, as might be desirable for 
pregnant women with previous fetal 
losses. In certain areas, the Army’s 
health nurses provide public health nurs- 
ing for dependents of service personnel 
who use Army medical facilities. Pa- 
tients with social problems related to 
their medical condition could be helped 
to reach qualified social agencies if 
they had the assistance of a planned sys- 
tem of screening and referral. 

Another question that must be asked 
is. “Should the data of the program be 


accumulated in a form which augments 
existing national data on programs of 
medical care?” The Second Annual 
Report includes data on the number of 
cases and the average total cost of care 
by diagnosis for the 344,085 Medicare 
admissions for whom care was com- 
pleted during fiscal year 1958. These 
statistics are further subdivided into 
charges arising from the attending 
physician, other physicians, and_hos- 
pitals. In view of the broad coverage 
afforded by the program for authorized 
inpatient care, these statistics yield in- 
formation hitherto unavailable for such 
a large population.* 

However, Medicare data throw no 
light on many questions of national in- 
terest such as the relationship between 
the utilization of hospitals and the struc- 
ture of organized programs of medical 
care. To illuminate the nature of this 
relationship, comparable data are neces- 
sary on the number, length, and type of 
hospital admissions for a variety of 
medical care programs which differ as 
to method of paying physicians, types 
of illnesses or conditions covered, and 
types, quantities, and qualities of service 
rendered. For data from different pro- 
grams including the National Health 
Survey to be comparable, the same bases 
for collecting and analyzing data must 
be used regarding age-sex distribution 
of eligible populations, educational 
levels, ethnic associations. and other 
characteristics. Unfortunately, the lack 
of such data means that the hospitaliza- 
tion rate of 220 admissions per 1,000 
dependents reported in the Second An- 


*In addition to such special studies, con- 
tinuing analyses are made by the ODMC of 
the disbursements to contractors administering 
the Medicare program. These include (1) 
Monthly Disbursements to Contractors, (2) 
Civilian Hospital Admissions, (3) Average 
Daily Number of Patients Hospitalized, (4) 
Average Length of Patient Stay in Hospital, 
(5) Average Cost to Government per Patient 
Day, (6) Average Claim-Cost Data, (7) Cost 
of Care by Month in Which Completed, and 
(8) Time-Lag in Payment of Physicians’ 
Claims. 
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nual Report cannot be used in conjunc- 
tion with data from other programs nor 
from the National Health Survey. In 
particular, the impossibility of obtaining 
detailed data from the Second Annual 
Report on the age-sex distribution of the 
dependents and the services received in 
the hospitals of the uniformed services 
makes the computation of .comparable 
rates virtually impossible. Even for pa- 
tients using Medicare for whom age-sex 
data are given, age groups are frequently 
not comparable to those used in the Na- 
tional Health Survey* and information 
is lacking on the services received in 
the hospitals of the uniformed services. 


Scope of Service 


It is necessary to ask: “Are the bene- 
fits provided under the Dependents’ 
Medical Care Act too limited in scope?” 
The acceptance of the full-service prin- 
ciple has enabled the program to provide 
good protection against costs associated 
with those conditions covered by the pro- 
gram.+ The primary issue regarding 
the scope of the program is the limited 
types of services provided and condi- 
tions treated. Dependents are reported 
to have been particularly concerned by 
the exclusion of dental care, and more 
recently, by the exclusion of care for 
chronic illness. These exclusions appear 
to have interfered with the otherwise 
favorable effect of the program on the 


* The National Health Survey data reveal 
a discharge rate per 1,000 persons of 59.3 
for males under 15 years of age, 62.2 for 
males 15-24 years, 46.9 for females under 15, 
202.9 for females 15-24, and 187.6 for females 
25-44 years of age.’3 Table 16 in the Second 
Annual Report tabulates the “Age and Sex 
Distribution of Patients for Care Completed 
During Fiscal Year 1958” by the age groups 
under 1, 1-13, 14-19, 20-29, 30-39, 40-49, and 
50 and over. 

+ As previously mentioned, the patients’ 
share of the cost rarely exceeds an average of 
$35 per admission in each of the many 
diagnostic categories for which special com- 
putations were made. But data on the disper- 
sion about these means are lacking despite 
the relevance for appraising the adequacy of 
benefits. 


MARCH, 1961 


MEDICARE PROGRAM: POLICY AND PRACTICE 


morale of servicemen. Except for ma- 
ternity care, the restrictions of October 
1, 1958, involve the virtually complete 
elimination from the program of the con- 
cepts of public health and preventive 
care. The two postnatal infant visits, 
previously included as part of complete 
maternity care and now excluded, had 
a value in the development of health 
supervision practices. The exclusion of 
elective surgery and nonmaternity out- 
patient care also conflicts with concepts 
of preventive medicine. 


Objective of Public Policy 


Underlying the preceding discussion is 
the question, “What is the objective of 
public policy in the administration of 
programs of public medical care for 
civilians?” As has been said, there can 
be two views, one limiting itself largely 
to payment of the costs of care, and the 
other including, in addition, the assump- 
tion of public responsibility for evaluat- 
ing, extending, and improving the care 
received. To foster this second view- 
point, which the authors adopt, within 
the structure of the existing program, 
policies should be further oriented 
toward evaluating services, maintaining 
and improving standards, extending 
investigations and reports upon statisti- 
cal findings bearing upon problems of 
national interest, and widening the 
scope of service toward the prevention 
of disease. To some extent, the insti- 
tution of such policies may be impeded 
by the administrative structure of the 
program, particularly, the use of fiscal 
agents, the absence of a field organiza- 
tion with professional staff at the operat- 
ing level, and the lack of close working 
relationships with other voluntary or 
governmental organizations or agencies 
providing medical services. Further 
changes in certain aspects of the organi- 
zational structure of this program would 
involve questions of law necessitating 
congressional action. Without a change 
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in the act, for example, those depart- 
ments of government already primarily 
responsible for civilian health services 
cannot be the agencies given primary re- 
sponsibility at the federal level for ad- 
ministering this program. Health 
departments are not currently given re- 
sponsibility for administering Medicare 
at the state and local levels although they 
might qualify as a “health plan” or 


“medical service plan” under the 
language of the act. The ODMC 


could, nevertheless, adopt policies de- 
veloped by such agencies for the im- 
provement of medical care. 


Summary 


Some of the chief features of coverage 
and administrative organization of the 
Dependents’ Medical Care Program are 
presented. Limitations in the types and 
scope of services and the restrictions of 
October, 1958, are described. Within 
the framework of the existing program, 
issues discussed are the evaluation of 
services, maintenance and improvement 
of standards, extension of investigations 
and reports upon statistical findings, and 
implications of limited services with re- 
spect to preventive medicine. Alterna- 
tive policies are examined in the light 
of their effect upon administrative prac- 
tices. A major policy question is 
whether the objectives of this program 
are sufficiently oriented toward meeting 
the health needs of the population. If 
the emphasis of the program were 
shifted, its administrative organization 
would need to be reevaluated. Federal, 
state, and local health agencies might 
then be given greater administrative re- 
sponsibility in this medical care pro- 
gram, which, because of its size and 
structure, is significant to the country as 
a whole. 
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In endeavoring to evaluate disability in relation to programs for 


rehabilitation, this paper discusses the problem of establishing 


objective means for this purpose. 


REHABILITATION EVALUATION—SOME SOCIAL 


AND CLINICAL PROBLEMS 


Jonas N. Muller, M.D., M.P.H., F.A.P.H.A. 


Why a Public Health Problem? 


| faee PURPOSE of this paper is to pre- 
sent one of many methods of evaluat- 
ing disability, and to discuss one im- 
portant use of disability evaluation as 
well as some of the problems encoun- 
tered in applying the method. The 
method, its use and the problems have 
some general significance for medical 
care and public health. This work has 
arisen as part of a change in the mean- 
ing of disability evaluation. The latter 
gained its modern social meaning with 
the advent of our first social insurance 
system, workmen’s compensation. Al- 
though there have been many pressures 
to change the basic approach of work- 
men’s compensation from cash benefits 
to rehabilitation as a prime purpose, 
the years since 1913 have seen only 
small steps in this direction. For the 
most part, disability is still thought of, 
classified, and acted upon as a defect 
with a cash value. 

However, rehabilitation and medical 
care’ workers have been concerned with 
measuring disability in terms of function 
in all the activities of normal living with 
an emphasis on the potential for rehabili- 
tation. This report is concerned with 
the use of a method of disability evalua- 
tion to help determine when and to 
what extent rehabilitation services may 
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be applicable to a particular set of com- 
munity needs, growing out of the high 
prevalence of disability among the aged. 

The organization, coordination, and 
support of community health resources 
is the concern of public health. Cer- 
tainly, in educating and fighting for 
sizable new expenditures in time, money, 
and personnel for new rehabilitation 
services, there ought to be substantial 
and objective evidence of the degree 
to which these services are effective. 
and for which groups. Such evidence 
is limited at present. A sound social 
decision for the best use of community 
resources must rest upon such knowl- 
edge. 


Purpose of Disability Evaluation 
What kinds of evidence can be de- 


veloped? The first job is to try some 
simple tools to measure the success or 
failure of rehabilitation services pre- 
scribed for a particular group of pa- 
tients and to determine whether these 
services were really needed. Accumu- 
lated community pressures—particularly 
from professional sources—in New York 
City dictated that such a test be con- 
ducted around aged persons in nursing 
homes. For this population, claims have 
been made from nearby and distant 
communities that rehabilitative services 
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make life more livable, return many 
patients “to the community,” and bring 
about real savings, at least in immediate 
and visible costs, to the taxpayer.* It 
seemed worth while to see whether re- 
habilitation services were truly applica- 
ble and effective for this selected group 
of older persons. This is a group with 
a high mortality and low motivation, 
and no certainty about homes to which 
to return. 

Actually, the first form of the ques- 
tion posed in this project was: What 
is the rehabilitation potential of this 
aged nursing home population? As dis- 
cussed below, this seemed part of the 
same question. Of equal importance was 
the belief that the methods and _ tools 
developed could be applied to other 
areas of medical care evaluation. We 
believe that all medical care services 
will ultimately be judged qualitatively 
in relation to their success or failure 
in maintaining or restoring a state of 
well-being appropriate to the potentiali- 
ties of the individual or group. 

In order to define success or failure, 
some simple and replicable measures 
of disability were required. The set 
of indexes developed relate to defects 
in selected, hopefully representative, 
components of self-care activities.+ The 
group of five items chosen is only a 
small piece of a total profile of patient 
status. Nevertheless, these indexes were 
chosen as most relevant to the questions 
posed for us and sufficiently well known 
to be considered as probably reliable 
over time. Further, this segment of 


* (a) Social work report at the 1958 APHA 
session of the Medical Care Section on Social 
Work Research in Medical Care from Essex 
County, N. J., claimed significant tax savings 
with rehabilitation. 


(b) “. . . restorative services to patients 
have frequently accomplished almost un- 
believable results...” says Dr. G. 


Shinners of Wisconsin about rehabilitation 
services under health department auspices in 
nursing homes in the Chronic Illness News- 
letter 10,4:3 (Aug.), 1959. 

+A copy of the self-care evaluation form 
may be obtained fro che author. 
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any larger profile of disability demon- 
strates some of the problems faced in 
achieving check marks which are clini- 
cally meaningful, valid, and replicable 
on that ubiquitous representative of the 
machine—the IBM card. 

This functional evaluation covers: (1) 
ability to get from one place to another 

locomotion is the generic term, and it 
includes the use of a wheelchair; (2) 
ability to get from one state or position 
to another state or position, as from 
bed to wheelchair, from bed to stand- 
ing position, from wheelchair to another 
chair—known as transfer; (3) ability 
to feed oneself; (4) ability to toilet 
oneself; and (5) ability to dress oneself. 
Many other factors are examined for 
and will be reported descriptively at 
the conclusion of the study. However, 
the objective test of success or failure, 
of the applicability and_ effectiveness 
of rehabilitation services to the group 
as a whole, will rest on the disability 
evaluation. 

What about rehabilitation potential? 
The New York State Health Department 
has recently reported a study of reha- 
bilitation potential for patients in nurs- 
ing homes in New York State based 
on the clinical judgment of individual 
clinicians in physical medicine.* This 
approach is widely accepted as probably 
valid for identification of the small 
group of nursing home residents who 
will respond quickly and well. How- 
ever, it appears that clinical prediction 
has not yet been compared with actual 
outcome in a controlled series—par- 
ticularly as it relates to those patients 
whose potential would ordinarily be 
rated as very slight or zero, or for 
the group of patients whose current 
needs are borderline. It was, therefore, 
decided to attempt determination of re- 
habilitation potential, retrospectively, by 
trying rehabilitation services for every- 
one found to have any degree of func- 
tional disability on physiatric screening. 
Patients in a terminal state, with limited 
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life expectancy, or whose condition did 
not permit any rehabilitation services 
at all, were ruled ineligible. And, by 
the definition suggested above, we also 
ruled out nursing home residents show- 
ing no functional disability on the 
original physiatric screening. 


Project Description 


All those remaining, that is, all those 
with some degree of functional disa- 
bility, were distributed by major diag- 
nostic categories and subsequent random 
selection into two rehabilitation treat- 
ment populations and two control popu- 
lations. Using the disability evaluation 
tool for objective review and descriptive 
analysis as well, we hope to help define 
rehabilitation potential by finding out 
which treated groups of patients benefit 
from the rehabilitation program. Benefit 
will be defined as performing better, 
relative to the untreated controls, in 
the periodic test evaluations of disa- 
bility. It will also be possible to com- 
pare the prognoses, or statements of 
rehabilitation potential, offered by the 
screening physiatrists and by the clinical 
treatment teams with the treatment re- 
sults in this somewhat unusual group of 
patients. (It is unusual because a large 
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proportion would not ordinarily be re- 
ferred for rehabilitation services.) 

The opportunity also exists to study 
the correlation between the outcome of 
treatment and pretreatment characteris- 
tics not only in regard to functional 
status, but also in areas of selected 
demographic and social variables, psy- 
chological evaluation, medical history, 
and findings. Data collection in all of 
these areas is well under way and re- 
ports will be made as the studies are 
completed. 

Most of the medically indigent pa- 
tient population of proprietary nursing 
homes in Manhattan—some 2,000 pa- 
tients in 15 homes—were screened by 
the physiatrists to bring into the study 
400 patients eligible under the criteria 
already mentioned. Those accepted are 
turning out to be largely patients with 
musculoskeletal or neuromuscular dis- 
orders (Table 1). They are elderly 
with the modal age between 70 and 79 
(:able 2-B) and show a predominance 
of women (43 per cent are men. Table 
2-A). 

Four hundred patients have been 
matched according to diagnosis and 
divided among four groups, A, B, C, 
and D. One control population, group 
D, resides in nursing homes where no 


Table 1—Number of Patients by Assigned Group According to Diagnostic Category 


Total 


Assigned Group 


Diagnostic Category A B } D Number Per cent* 
1. Hemiplegia and paraplegia 35 35 35 35 140 34 
2. Lower extremity fracture 18 17 18 12 65 16 
3. Arthritis 15 15 14 14 58 14 
1. Amputation 15 14 14 12 55 13 
5. Other neurological 8 8 8 32 8 
6. Cardiac 4 4 4 2 14 3 
7. Other ll ll 10 ll 43 ll 
Total 106 104 103 94 407 100 
* All percentages are approximate. 
MARCH, 1961 405 


2 


Table 2—Number of Patients by Assigned Group According to Sex and Age Level 


Assigned Group Total 


A. Sex A B > D Number Per cent 
Male 41 43 45 “4 173 4 
Female 65 61 58 50 234 57 
Total 106 104 103 94 407 100 
4 Aesigned Group Total 


B. Age Level A B Cc D Number Per cent 
Under 49 4 4 2 3 13 3 
50-59 12 8 10 ll 4) 10 
60-69 24 17 30 25 96 24 
70-79 37 45 31 34 147 36 
80-89 24 25 28 18 95 23 
90-99 5 4 2 3 14 3 
100+ 0 | 0 0 1 1 
Total 106 104 103 94 407 100 


treatment program of ours is in effect. 
We have added this control group in 
view of a possible “halo effect”* since 
the other control population, group A, 
lives in homes in which treated patients 
also live. This control group A_ will 
receive whatever services are normally 
available in their nursing homes or 
through the routine channels of the 
public assistance medical care program. 

There are two treatment populations, 
groups B and C, since there is an in- 
terest in seeing whether similar results 
could be obtained through treatment 
in hospital rehabilitation centers and 
through treatment by mobile teams in 
the nursing homes. Some clinical judg- 
ments about this will be offered later 
in the study. 

Coincident with the assignment to 
one of the study groups, patients have 
been subjected to a pretreatment disa- 
bility evaluation by a team having no 
knowledge of the study group assign- 

* The presence of patients under our special 
rehabilitation program may have some direct 


and indirect effects on control patients living 
with them. This is a “halo effect.” 
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ment. This assessment of self-care is 
carried out by a rehabilitation team 
of the Department of Rehabilitation 
Medicine at the Albert Einstein College 
of Medicine. Each patient has been 
given five objective scores in the cate- 
gories detailed above: (1) locomotion, 
(2) transfer, (3) feeding, (4) dressing, 
and (5) toileting. This evaluation will 
be repeated one year after treatment 
contact has been established with the 
patient. The same evaluation at the same 
interval will be applied to the control 
populations. The self-care evaluation 
team receives no notice of the patient’s 
status in the study. Our treatment teams 
receive no notice of the scores given 
by the evaluation team. The dynamics 
of patient movement dictate that the 
evaluation team functions almost the 
year round, as patients have entered 
the study and are now reaching their 
anniversary dates. This assures reason- 
able continuity of understanding, tech- 
nies, judgments—at least some of the 
many subjective factors, which enter 
into objective scores. 
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Problems in Applying the Disability 
Evaluation Test 


Achieving these five indexes of dis- 
ability in self-care, in the pretreatment 
phase alone, involved over 70 round 
trips across New York City by ambu- 
lance, staffed with a driver, a nurse, 
and often some other staff member. It 
has required meal arrangements outside 
the nursing home, at the Einstein Medi- 
cal College, for the 400 patients. Co- 
operation and some level of participa- 
tion has been received from New York’s 
Departments of Hospitals and Welfare, 
from 15 proprietary nursing homes, 
their operators and staff, from our own 
staff, from the patients’ physicians, from 
their families, and certainly from the 
patients themselves. To many of the 
latter, it has been an exciting expedi- 
tion, grossly changing the circumstances 
of their lives—at least for the day— 
and thereby grossly changing the nature 
and degree of their responses. Compari- 
son of the results of the preliminary 
physiatric screening in the nursing home 
with the test findings at Einstein in 
individual instances and for the group 
as a whole has raised sharply a general 
question about the validity of compari- 
sons between disability evaluations car- 
ried out in different social settings. 

The physiatrists screened nursing 
home residents to select all patients 
showing any degree of functional im- 
pairment. Yet, a few miles and a few 
hours away, close to half the selected 
population achieved high scores in the 
five self-care evaluation tests performed 
at the Einstein Medical College. One 
can identify individual patients who 
appeared incapable, on screening exami- 
nation and review of nursing home 
records, of any self-care activity, but 
who exhibited fairly good responses in 
all the self-care activities when tested 
by the evaluation team. 

In addition to variations in test re- 
sults related to changes in the social 
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setting, there must be other problems 
which may have contributed to the dis- 
crepancy between the clinical evaluation 
of disability by the physiatrists and the 
five objective test scores. Perhaps the 
testing procedures performed by the 
evaluation team were not valid. A de- 
tailed review of the steps of testing was 
carried out. It was the interpretation 
of some of the reviewers that the re- 
habilitation team performing the evalua- 
tions brought to the test the attitudes 
and goals normally expected of a clini- 
cally oriented procedure in rehabilita- 
tion. The test appeared to be regarded 
as a challenge to the worker’s rehabili- 
tation purposes and almost as a part of 
a rehabilitation process. It was, there- 
fore, appropriate to exert every effort 
to bring out the best possible perform- 
ance by the patient—and to grade him 
so as to give maximum encouragement 
with an indication of anticipated op- 
timum prognosis or potential. For ex- 
ample, a patient, with coaxing, might 
get his jacket most of the way on. He 
then might be graded as accomplishing 
an act of dressing. 

Certainly, the clinician needs to view 
patients both in terms of current per- 
formance and of potential as he derives 
a diagnosis of disability status and de- 
velops his treatment program. But the 
researcher must sharply separate the 
measurement of current performance 
from the prognosis for performance if 
he is to have a reliable testing instru- 
ment for the current state of disability. 

With the help of the evaluation team, 
a carefully defined set of activities of 
daily living testing procedures was pre- 
pared, including an _ orientation to 
research testing, a set of general instruc- 
tions and the commands, directions, or 
demonstrations which may be given the 
patient for each of the five activities 
under observation. These instructions, in 
outline form, take ten typed pages.* Re- 


*A copy of the general instructions and 
commands can be obtained from the author. 
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view of this material with the evaluation 
teams by its own chiefs offers promise 
of reasonable standardization from pa- 
tient to patient, from observer to ob- 
server, and over time. (The word “rea- 
sonable” is used in recognition of the 
difficulty in standardizing all criteria 
for such testing at present.) 

However, even with the elimination 
of coaxing and aiding of patients, a 
high proportion of the patients tested 
continue to show relatively high scores, 
suggesting a low level of manifest im- 
pairment in self-care. (The actual pro- 
portions will not be available until later 
in the study.) Perhaps this type of 
disability evaluation is too coarse for 
some purposes. In company with other 
functional tests, it fails to take the 
social setting or the purpose of function 
into account. It clearly differs from the 
screening clinical evaluations. Does this 
test give adequate information on the 
ability of patients to sustain activity over 
meaningful periods of time? This ques- 
tion has yet to be answered for this 
and other functional evaluations as well. 
further indication will be 
achieved later of whether an evaluation 
such as ours, compared, for example, 
with the prognostications of the screen- 
ing physiatrists, can discriminate to the 
extent of picking out from all patients 
with some degree of functional impair- 
ment those who actually need service. 


Some 


This question of ability to identify those 
needing service—those with a rehabili- 
tation potential—brings us back to the 
possible usefulness of this type of dis- 
ability evaluation, focused on specific 
functions which are the objectives of 
the therapy program. 


Conclusions 


The problems of costs of testing in 
time, effort, people, and money, and of 
replicability and validity revealed by 
our efforts with just this one set of 


tests in a single functional area, self- 
care, suggest the urgency for develop- 
ment of indexes for the vast array of 
functions for which disability evalua- 
tions claim to measure. We are attempt- 
ing such developments in the general 
medical and in the physiatric area,* in 
regard to the psychological functions 
thought to correlate with outcome and 
in relation to the social status of pa- 
tients. Out of such studies will come 
the clinical and _ statistical basis for 
establishing the much needed shorthand 
for defining and prognosticating about 
a patient’s potential capacity and for 
rapidly identifying the rehabilitation 
needs of groups of people. 

Despite the problems exhibited by 
this disability evaluation, and implied 
about others, the strong conviction re- 
mains that reliable tests of ability to 
function in defined situations are appro- 
priate measures of both patient status 
and of the values of rehabilitation. Such 
measures certainly are more meaningful 
in identifying rehabilitation needs than 
earlier mechanical descriptions of disa- 
bility. In an aged group of patients, 
this self-care functional disability evalua- 
tion, repeated at intervals, will reveal 
which patients have benefited from 
therapy and to what extent, since self- 
care activities represent the major ob- 
jectives for most of them. Correlations 
of outcome with characteristics on ad- 
mission should help to define rehabili- 
tation potential. And lastly, it is ex- 
pected that some such evaluations pro- 
viding a profile of the results of treat- 
ment will offer a method of judging the 
quality of the services provided, by 
rehabilitation or any other health service 
which seeks to restore, maintain, or 
improve man’s ability to function. 


* An Approach to Disability Evaluation. 
L. I. Kaplan; J. S. Tobis; and M. Lowenthal. 
Presented at the 1959 meeting of the Ameri- 
can Congress of Physical Medicine and Re- 
habilitation, Minneapolis, Minn. 


VOL. 51, NO. 3, A.J.P.H. 


REHABILITATION EVALUATION 


REFERENCES Association. A.J.P.H. 49:1082-1084 (Aug.), 1959. 
2. Reynolds, F. W.; Abramson, M.; and Young A. 
1. Disability-Cash Peaefits versus Rehabilitation. State- The Rehabilitation Potential of Patients in Chronic 
ment by the Medical Care Administration Committee, Disease Institutions. J. Chronic Dis. 10,2:152-159 
Technical Development Board, American Public Health (Aug.), 1959. 


Dr. Muller, professor and chairman, Department of Preventive Medicine, is 
senior investigator with Jerome S. Tobis, M.D., professor and chairman, 
Department of Physical Medicine and Rehabilitation, New York Medical 
College, New York, N. Y., in Project No. RG-5547, N.I.H.—‘“Rehabilitation of 
Patients in Nursing Homes.” The work reported here is in large measure 
supported by the National Institutes of Health through this project. Other 
investigators are: 

Arthur S. Abramson, M.D., professor and chairman, Department 
of Rehabilitation Medicine, Albert Einstein College of Medicine, New 
York City; Bruce Grynbaum, M.D., director, Physical Medicine and 
Rehabilitation, New York City Department of Hospitals; George 
James, M.D., deputy commissioner of health, New York City Depart- 
ment of Health; and Morton Hoberman, M.D., chief, Rehabilitation 
Services and Research, New York State Rehabilitation Hospital. 


This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 
City, N. J., October 22, 1959. 

The project has also had the support of the Benjamin Rosenthal Foundation. 


Citizens of the World 


“In our culture, from Newton to Einstein, science has always been an inter- 
national enterprise. The giants upon whose shoulders the giant Newton stood were 
a German, Kepler; a Pole, Copernicus; and an Italian, Galileo. So our modern 
understanding of the nature of matter is the collaborative triumph of the French, 
Lavoisier, Pierre and Marie Curie, and de Broglie; the British, Dalton, Thomson, 
and Rutherford; the Russian, Mendeleyev; the Italian, Enrico Fermi; the Dane, 
Niels Bohr; the Germans. Einstein, Planck, and Heisenberg; the Americans, Gibbs, 
Michelson, and Millikan. This is why men of different nations, so often in the history 
of science, have made the same discovery simultaneously. Such coincidence is almost 
inevitable in the case of great discoveries. Within the same half-decade, Newton 
and Leibniz fashioned the powerful instrument of the calculus. Joseph Henry, an 
obscure schoolteacher in Troy, New York, anticipated almost every one of the basic 
experiments that won Michael Faraday his fame as the founder of electrical 


technology.” 
(Gerard Piel. Bulletin of the Atomic Scientists, September, 1955, p. 239.) 
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Here is an interesting account of the passage in Ohio of enabling legislation 


to permit consumers to organize group practice prepayment plans. 
This is a case study but much can be learned from it about 


political action in relation to health problems. It is also a 


good example of a community effort to deal with an 


important health problem. 


HEALTH LEGISLATION IN OHIO 


Glenn Wilson, M.A. 


O* Ocroper 1, 1959, it became le- 
gally possible under Section 1738 
of the Revised Ohio Code for consumer 
groups to organize prepaid medical care 
programs around group practice units. 
The enactment of consumer oriented 
medical enabling legislation in 1959 
seems to be worthy of objective analysis. 
Prior to October, two separate acts 
enacted nearly two decades ago pro- 
vided the only means by which physi- 
cians’ services and hospital care could 
be prepaid. 

The law covering physicians’ services 
provided, with respect to any plan or- 
ganized under the law, that: 

1. Public representatives should serve on 
the board of directors but required majority 
control by physicians; 

2. All licensed physicians must be eligible 
(eligibility is defined as requiring the corpora- 
tion to accept any doctor who desired to 
participate ) ; 

3. The patient could choose any licensed 
physician; 

4. At least 51 per cent of the doctors in 
the area where the plan proposed to operate 
must agree to participate in the program; 

5. An individual who made more than $900 
and a family with total income of $1,200 in 
the previous six months were not eligible to 
participate in such a prepaid program. 
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The law covering hospital services 
provided that: 

1. At least a majority of the board be 
affiliated with the hospitals providing the care. 

2. Every licensed hospital be eligible to par- 
ticipate so long as the general definition of 
hospital was met. 


The restrictive nature of these laws 
is clear from even this brief analysis. 
The law covering physicians’ services 
is, in fact, prohibitive. In the 18 years 
that the law had been on the books 
not a single corporation has been 
formed under the act. The two “Blue 
Shield” plans in Ohio are organized 
under the general insurance law. Ohio 
Medical Indemnity, the major Blue 
Shield in the state, is a stock insurance 
company. Medical Mutual of Cleveland 
is a mutual insurance company with its 
activities primarily limited to the Cleve- 
land area. Eight different Blue Cross 
plans have developed under the Blue 
Cross law. 

Medical Mutual of Cleveland pro- 
vides a kind of service coverage by 
agreement on a fee schedule with the 
Cleveland Academy of Medicine. With 


this exception, there is no service health 
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insurance in Ohio covering physicians’ 
services. 

Before discussing the forces that 
brought forth the new legislation it 
may be well to discuss the content of 
the new law as it was finally passed. 
Although the new law was finally ap- 
proved in July, it did not become effec- 
tive for 90 days, which is the case for 
all Ohio laws passed without an emer- 
gency clause. 

The new law has the following pro- 
visions which are important for this 
discussion : 


1. Consumers may organize such a corpora- 
tion. The board of directors may be all non- 
physicians but it cannot be all physicians. 

2. Medical services that may be covered in- 
clude: 

a. Physician’s care in the home, office and 

hospital, or nursing home. 

b. Hospital services. 

c. Nursing home care. 

d. Dental services, for persons who have 

subscribed to other services. 

3. Payment to the physicians, hospitals, and 
dentists may be on any terms that are mutually 
agreeable to the medical care corporation 
and the health personnel providing the care. 


An amendment requiring large cash 
reserves in order to start such a cor- 
poration was defeated on the grounds 
that such a requirement would impair 
small plans. Several rather rigid tech- 
nical amendments increasing the degree 
of supervision by the superintendent of 
insurance were written into the law. 
None of these amendments damage the 
intent of the legislation. 

If the Ohio experience is to have any 
relevance for other states a detailed 
and objective recitation of events lead- 
ing to this legislation would seem to be 
important. For purposes of convenience 
this will be explored under three broad 
categories: What Happened, How It 
Happened, and Some Conjecture as to 
Why. 

Since World War II, medical care 
enabling legislation had not been intro- 
duced in the Ohio legislature. A group 
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of Ohio citizens met with Mr. Horace 
Hansen, counsel for the Group Health 
Association of America, to consider the 
introduction of medical care enabling 
legislation. This meeting on February 
25, 1959, was just one week before 
the deadline for introducing bills in 
the Ohio legislature. The urgency of 
prompt action was clear because Ohio’s 
legislature had its most liberal composi- 
tion in two decades. The legislature 
meets only every two years and would 
not meet again until after another 
election. 

The following basic decisions were 
made at the first meeting: 


1. A state-wide group of citizens to support 
medical care legislation should be organized 
immediately. The interest of the Ohio labor 
movement was evident but the danger of mak- 
ing enabling legislation solely a labor matter 
was emphasized repeatedly, especially by the 
labor movement. 

2. The enactment of a new law was clearly 
preferable to obtaining an attorney general’s 
opinion invalidating existing law. 

3. The major goal should be to secure new 
reasonable enabling legislation permitting 
group practice prepayment plans without dis- 
turbing the existing Blue Cross and Blue 
Shield laws, despite the fact that the Blue 
Shield law had never been used. This tactic 
wes adopted in order to avoid any implications 
of attack on the existing programs. 

4. Nonphysician hospital care, nursing home 
care, and other professional care should be 
permitted under the act even at the risk of 
antagonizing Blue Cross and the Ohio Hos- 
pital Association. 

5. The introduction of other measures, de- 
signed to create a greater degree of freedom 
in medical practice, was rejected as being 
diversionary and hence reducing the concen- 
tration on the main issue achieving freedom 
to establish prepayment medical service plans 
on a group practice basis. Unlike some other 
measures, enabling legislation seems so clear 
as to be unassailable. 


The importance of selecting a legis- 
lator to sponsor the bill was a key deci- 
sion. About 1,500 bills are introduced 
into an Ohio legislative session, about 
300 become law, only about half of 
them receive a hearing. Responsible leg- 
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islators with standing among their col- 
leagues clearly enhance the chances for 
a bill. Senator Charles Carney, majority 
whip in the Senate and a steelworker 
from Youngstown, endorsed the bill and 
accepted responsibility for introducing 
the measure. 

With these decisions made, local coun- 
sel for the group, drawing on the advice 
of Mr. Hansen, drafted a short bill. 
As originally drafted, it was simply a 
statement of principle. As soon as the 
deadline had been met, local counsel 
began drafting a more complete sub- 
stitute bill. 

Concurrently, the Ohio Citizens Com- 
mittee was formalized to acquaint the 
legislature and the public of who was 
behind the bill and to provide a nucleus 
for further support. 

The hearings on this legislation are 
of particular interest. In Ohio it is 
customary for each branch of the legis- 
lature to hold two hearings on a bill; 
one hearing devoted to the proponents 
of the measure, the second hearing de- 
voted to opponents. An effort by the 
proponents at the first hearing was 
made to avoid labeling the bill as solely 
labor legislation. No one from the 
labor movement spoke. A _ conscious 
policy was adopted to organize and limit 
the number and viewpoints of witnesses 
in support of the bill. It was decided 
that a national figure should be ap- 
proached to be the leading witness at 
the first hearing. Dr. Dean Clark* ac- 
cepted the responsibility. Prior to the 
hearing Dr. Clark met with the other 
witnesses in order to avoid duplication 
in testimony and unnecessary delay. Dr. 
Clark provided an authoritative discus- 
sion of prepayment and group practice 
generally and did a magnificent job. 
Dr. Daniel Birmingham of the Bellaire 
Clinic spoke as a physician working in 
Ohio and Mr. Ralph Perk, a Republican 


* President, Group Health Health Associa- 
tion of America, and general director, Massa- 
chusetts General Hospital. 
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member of the Cleveland City Council, 
spoke as a public representative. Thus, 
the Senate Committee had the views 
of a recognized national authority, a 
practicing physician, and a responsible 
local public official. 

This hearing was described by one 
veteran legislative representative as “the 
best I have ever heard in the Ohio 
legislature.” Dr. Clark adroitly skirted 
the grave danger from outside wit- 
nesses; he avoided advising Ohio legis- 
lators on Ohio or Ohio law. He simply 
and frankly told the committee what 
such plans have done in other states. 

The Ohio Medical Association, Ohio 
Medical Indemnity, and Ohio Osteo- 
pathic Physicians and Surgeons spoke 
in opposition to the bill, making strong 
pleas for free choice. The legislators 
were told that the absence of free choice 
meant inferior quality. None of the 
Blue Cross plans in Ohio or the Ohio 
Hospital Association spoke in opposition 
to the bill. 

During the discussion of the free 
choice amendment introduced by the 
Osteopathic Physicians and Hospitals. 
a very significant conversation took 
place between a very conservative Re- 
publican member of the committee and 
the spokesman for the Medical Society. 
The attorney for the Medical Society 
had just made a strong plea for the 
free choice amendment to the bill. The 
member of the committee asked if 
under free choice a doctor who agreed 
to participate in the plan had to serve 
a particular patient who had made his 
“free choice.” The Medical Society 
spokesman attempted to avoid the ques- 
tion but the issue was pressed. The 
society representative stated that the 
doctor did not have to accept the pa- 
tient. This very conservative Ohio Re- 
publican said that he could not under- 
stand free choice as protection of the 
consumer. It appeared to him that all 
the choice was ultimately left to the 
physician. The free choice amendment 
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was defeated by the committee by a 
vote of 6-1. 

The substitute bill prepared by the 
counsel for the proponents giving the 
superintendent of insurance greater 
power in matters of forms, rates, and 
supervision was adopted by the com- 
mittee. 

The bill cleared the Ohio Senate by 
the overwhelming vote of 30-1 with only 
a minor amendment relating to filing 
with the superintendent of insurance. 
A personal letter to every member of 
the Senate from the president of the 
Ohio Medical Society urging a free 
choice amendment had little impact. 

What appeared to be the major con- 
test over this legislation shaped up in 
the House of Representatives committee. 
Dr. Clark again appeared before the 
House Committee. Dr. S. O. Freed- 
lander, clinical professor of surgery, 
Western Reserve University, filed a 
statement with the committee which was 
read by Dr. Murray Hunter of the 
Bellaire, Ohio, Clinic. 

On this one occasion paid legislative 
representatives spoke before a committee 
for this bill. The Ohio Farm Bureau 
Federation rose to put its support on 
the record. Counsel for the Ohio AFL- 
CIO, Mr. Jacob Clayman, presented a 
legal explanation of the bill. A fre- 
quent question by members of Ohio 
legislative committees was, “Are you a 
paid representative for the group sup- 
porting or opposing this bill?” The 
impact of testimony is frequently less 
if the answer is yes. 

The same opposition that had been 
evident in the Senate reappeared. The 
Medical Society introduced a free choice 
amendment. Vigorous activity by many 
county medical societies and many phy- 
sicians put extreme pressure on the com- 
mittee. The Medical Society presented 
free choice in three different ways in 
one amendment—the eligibility of every 
doctor, free choice of the patient, and 
free choice in an emergency. 
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The controversy over this amendment 
lasted several hours. It is extremely sig- 
nificant that the proponents scarcely 
participated in this discussion. The de- 
bate, which at times was extremely 
heated, was between members of the 
committee and representatives of the 
Ohio Medical Society. It was made clear 
by proponents that a vote for the “free 
choice” amendment was a vote to kill 
the bill. This was the extent of their 
participation. 

Free choice in an emergency sounds 
so reasonable that it was nearly adopted. 
The bill provides for emergency care 
out of the area of the plan. Even strong 
supporters of the bill wanted to vote 
yes on that portion of the amendment. 
The heart of the free choice in an 
emergency is in defining an emergency. 
The patient-subscriber will have a dif- 
ferent view than the doctor in the plan. 
This, I believe, could be extremely dis- 
ruptive to a plan and lead to continued 
bickering between the subscriber and 
the doctor. 

It is unfortunate that hearings for 
Ohio committees are not recorded. Con- 
servatives openly expressed their aston- 
ishment that free choice as a legal re- 
quirement simply makes it mandatory 
for every medical care plan to use any 
and every physician who desires to par- 
ticipate in the program. This discussion 
would be worthy of reprinting and wide 
distribution if available. The free choice 
amendments were finally defeated in 
the committee by a vote of 15-4. A poll 
of the committee before the hearing in- 
dicated that less than six of the mem- 
bers were willing to vote against this 
so-called free choice amendment. Free 
choice was simply not tenable when 
made clear. 

The Ohio Blue Cross plans suggested 
amendments relating to procedural as- 
pects of supervision by the superinten- 
dent of insurance. These included a 
provision for public hearings on rate 
increases and a requirement to invest 
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advance payments (unearned premium 
reserve) as provided by law. These 
amendments were accepted. The bill 
was approved by the committee by a 
vote of 16-3. This, in large measure. 
completes the discussion of what hap- 
pened after noting that the House ap- 
proved the bill 101-11 after defeating 
the “free choice” amendment again on 
the floor by a vote of 70-33. 

The how and why of this legislation 
is probably of more interest and cer- 
tainly more difficult to assess. 

The overwhelming response of the 
Ohio AFL-CIO, the United Mine 
Workers, the Ohio Farm Bureau, the 
Ohio Consumers League, and many in- 
dividual unions plus strong nongroup 
support really provide the key to an- 
swering the question. In addition to 
the state organization, extra organiza- 
tional support came from the Cleveland 
Teachers Union, International Chemical 
Workers Union, Public Employees Union 
of Cincinnati, the International Union 
of Electrical Workers, Dayton, and local 
unions of the Auto Workers. The “Ohio 
Citizens for Voluntary Health Plans” 
became “the” organization by amalga- 
mating all the groups and individuals. 
This organization distributed hundreds 
of copies of mimeographed matter and 
18,000 pamphlets reproduced in color. 
In addition, the leadership of these 
groups and individual members devoted 
a great deal of energy to individual 
contacts and letterwriting to the indi- 
vidual members of the legislature. Con- 
centrated and coordinated efforts to ac- 
quaint key members of committees and 
key members of the legislature with the 
issues paid handsome dividends espe- 
cially in the free choice issue. The 
leadership of both Republican and 
Democratic parties clearly understood 
the issue when it came to a vote. 

The campaign moved methodically. 
All attention and energy was focused 
on the immediate problem at hand. 
When the bill was before a committee. 
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all efforts were directed to committee 
approval, no work was done in the 
House until the bill passed the Senate. 
The great contributions were in terms 
of personal time and energy. Indi- 
vidual groups bore the cost of mailing, 
and so forth. Key contact people in 
every major city in Ohio coordinated 
their activities through the citizens 
group in Columbus which served as 
a focal point for the various groups. 
In most cities this started out with one 
or two key people but more than a 
hundred persons were involved before 
the legislation was passed. 

Certain key policy positions were con- 
sciously and unconsciously evolved in 
the first several weeks. Copies of the 
draft bill and all subsequent changes 
except those adopted on the Senate floor 
or in committee were circulated to all 
interested groups. Strategy and even 
tactics were widely discussed. Certain 
positions never written down and in 
some cases not specifically expressed 
evolved in the early weeks and were 
generally understood by everyone. (1) 
The campaign should be conducted as 
one in the public interest and the vol- 
untary way of providing comprehensive 
health care at a reasonable cost. (2) 
The medical profession and organized 
medicine were not to be attacked. Every 
effort was made to avoid the atmosphere 
of storming the bastille of organized 
medicine. (3) Blue Cross, Blue Shield. 
and the health insurance industry were 
not to be blamed for the existing faults 
in prepaid medical care. In fact, every 
effort was made to boast about the good 
work of these organizations. This legis- 
lation, it was said, would permit people 
who wanted something more than was 
currently being offered the chance to 
secure such care. The position of avoid- 
ing publicity is important and interest- 
ing. One single newspaper release was 
prepared and it was unintentionally lost 
and never released. Newspapers from 
throughout Ohio have not been carefully 
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reviewed, but it is safe to say that the 
subject was virtually ignored in the 
press. A suggestion to buy newspaper 
advertisements was rejected as inap- 
propriate and too costly. 

The issue of “Why” cannot be easily 
answered. The position of the American 
Medical Association Commission on 
Medical Care Plans was .leaned upon 
heavily in discussions and in the printed 
material. The AMA action altering its 
stand on closed panel plans came just 
before the vote on the House floor but 
the issue had been largely decided by 
that time. 

It is impossible to effectively evaluate 
the vigor with which the opposition 
protested the bill. They spoke force- 
fully at the hearings and wrote letters 
to all the members of the committee, 
flooded the committees with telegrams, 
and made many personal contacts with 
the legislators. At least one effort in 
a newsletter to all doctors was made 
by the state Medical Society to enlist 
the support of individual doctors. 

Before this legislation was finally 
passed in Ohio there was massive group 
and individual support for it. Key 
Democratic and Republican leaders in 
the legislature were actively pushing 
the legislation. One concrete evidence 
of this was that the bill cleared the 
legislature before many administration 
bills; in a legislative session filled with 
acrimony it had overwhelming support. 
The majority leader and minority whip 
both spoke effectively for the bill on 
the House floor. Legislative friends 
asked if there could not be some com- 
promise on free choice, at least for 
emergency care. Long and serious con- 
sideration was given by some of the 
proponents to such compromises as le- 
gally requiring dual choice, free choice 
on an emergency basis and minority 
representation on the board of directors 
by physicians. All of these proposals 
were ultimately rejected because it was 
clear that the only compromise that 
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would convince the medical profession 
to withdraw its opposition was to openly 
embrace the philosophy that every phy- 
sician could participate in the program. 
Many compromises that would have 
seriously hurt the bill were nearly ac- 
cepted by the proponents just before 
the House committee was to act on the 
measure. However, it was finally con- 
cluded by the proponents that there 
could be no compromise on the basic 
principles of the bill. Any amendments 
which would conceivably offer greater 
protection to the public would be ac- 
cepted, at least the proponents would 
acquiesce in the amendments, but the 
principle could not be altered. 

This approach won the support of 
many important people. It was found, 
at least for Ohio, that the best tactic 
is to hold firm on the principle of a 
person’s right to select a closed panel 
but not to quarrel with amendments 
increasing public supervision. 

Two other critical health bills were 
in the Ohio legislature and may have 
influenced the course of this enabling 
legislation. However, proponents of the 
enabling legislation were not directly 
involved. One bill would have required 
all hospitals to accept any physician on 
its staff who had honorably served in 
the armed forces. This bill finally got 
to the Senate floor but received only 
nine positive votes. The second bill was 
one limiting the liability of hospitals. 
This bill was passed by the Ohio legis- 
lature but was vetoed by the governor. 
A case can be made for the fact that 
the Ohio Hospital Association and the 
Ohio Blue Cross were so vitally con- 
cerned with these bills that they chose 
not to fight the enabling legislation. 
This could also be said to have diverted 
the Medical Society. 

In addition, the Ohio Dental Society 
introduced legislation which would have 
limited dental prepayment service plans 
to those of a “Blue Shield” type. This 


bill got no public attention until it - 
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had passed the House by a unanimous 
vote. This issue was finally compro- 
mised by including a provision for 
dental care in the enabling legislation 
and not opposing the passage of a bill 
which in reality is a private charter 


In summary, one might conclude that 
a quotation from Victor Hugo used by 
the majority leader in speaking for 
Ohio Medical Care enabling legislation 
best characterizes what happened, “Noth- 
ing in the world is so powerful as an 


for an Ohio Dental Society Plan. idea whose time has come.” 


Mr. Wilson is associated with the Nationwide Insurance Companies, Colum- 
bus, Ohio. 

This paper was presented before a Joint Session of the Group Health As- 
sociation of America, and the Medical Care Section of the American Public 
Health Association at the Eighty-Seventh Annual Meeting in Atlantic City, 
N. J., October 21, 1959. 


The Indispensable Drudge 


“The printed literature of medicine remains the indispensable archive of its 
scientific, clinical, social and economic progress, as well as of its philosophy; the 
permanent depository of discovery whether in the physical sciences or in the 
development of ideas. And in order that the record may be legible, the editor, like 
Samuel Johnson’s lexicographer, a harmless drudge, enjoys also a reflected and 
anonymous indispensability.” 

(Joseph Garland. Editor Resartus. Journal of the Canadian Medical Association, January 30, 


1960. ) 
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The first phase of a state-wide study of patients with cerebral palsy in 


Minnesota is presented in this report. 


The authors estimate the 


degree of underreporting, establish a prevalence rate, and 


compare their results with those of other studies of 


such patients. 


CEREBRAL PALSY IN MINNESOTA 


METHOD OF STUDY, PREVALENCE, AND DISTRIBUTION—PART | 


Helen M. Wallace, M.D., M.P.H., F.A.P.H.A.; Curtis Meinert, M.S.; Richard Dieter; and Jacob 


E. Bearman, Ph.D., F.A.P.H.A 


per planning and developing com- 
prehensive community services for 
any group of patients, it is usually con- 
sidered necessary to estimate the mini- 
mum number of patients concerned, the 
number who might require service or 
assistance, and the types of services 
needed. This principle is equally ap- 
plicable in providing care for cerebral 
palsy patients, and for this reason a 
state-wide study in Minnesota was under- 
taken in 1958 and 1959. The purposes 
of the study were: 
1. To determine the reported prevalence of 
cerebral palsy among children and adults 
in the state; 
To determine the geographic location of 
reported patients; 
3. To portray a picture of the current status 
of the reported patients and the services 
by them in the past and at 


received 
present; 

4. To make a plan for comprehensive services 
to meet the needs of patients with cerebral 
palsy. 


Method of Study 


The Community Organization Phase 
Approximately a year, May, 1957, to 
May, 1958, was spent in laying the 
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groundwork for the state-wide study. 
The project began as a joint endeavor 
of the University of Minnesota School 
of Public Health and the United 
Cerebral Palsy of Minnesota. However, 
as plans progressed, the major state 
agencies concerned with the problems of 
the cerebral palsied expressed interest 
in the project. As a result, the Minne- 
sota State Departments of Education, 
Health, and Welfare also became co- 
sponsors of the study. In addition the 
study was approved by the State Medical 
Association and the State Hospital As- 
sociation. 

Wherever possible, details of the study 
were discussed with representatives of 
other agencies and organizations who 
were considered vital to its success, such 
as representatives of the State Division 
of Vocational Rehabilitation, voluntary 
agencies concerned with the care of the 
cerebral palsied, the State Society for 
Crippled Children and Adults, the or- 
ganization of County Welfare Board Ex- 
ecutives and others. 


The Reporting Phase 
Having laid the groundwork for the 
project, the next phase of the study was 
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Figure 1—Geographic Distribution of Cerebral Palsy Patients in the State, as Indicated 
by the Prevalence Rate in Each County. Prevalence Rates Are per 1,000 Persons. 


concerned with securing reports of all 
individuals within the state known to 
have cerebral palsy. Two approaches 
were used to stimulate and secure report- 
ing. When feasible, a personal request 
was made by the project director to the 
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agency. Members of these agencies were 
asked to search their records and report 
the names of all cerebral palsy patients 
located in this way. This approach was 
used with the case loads of the State De- 
partment of Welfare, the State Division 
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of Vocational Rehabilitation, the State 
Department of Education, the County 
Welfare Boards, the local public health 
nurses, the county superintendents of 
schools, and the voluntary health 
agencies. When this approach was not 
feasible, a form letter was used. By this 
method, it was possible to contact all 
physicians licensed and residing in 
Minnesota, as well as hospitals, rehabili- 


Table 1—Distribution of Prevalence 
Rate* of Cerebral Palsy for the Eighty- 
Seven Counties of Minnesota 


Prevalence 


Rate per 1,000 Number of 

Population Counties 
0.30-0.45 2 
0.45-0.60 1 
0.60-0.75 7 
0.75-0.90 12 
0.90-1.05 18 
1.05-1.20 10 
1.20-1.35 16 
1.35-1.50 5 
1.50-1.65 6 
1.65-1.80 5 
1.80-1.95 2 
1.95-2.10 2 
2.10-2.25 0 
2.25-2.40 

Total 87 


* All prevalence rates quoted in this paper are as of 
June 30, 1959, 
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tation services, and nursing homes listed 
with the State Department of Health. 


Cases Reported and Prevalence 


A total of 3,987 individual children 
and adults were reported by these two 
methods, yielding a prevalence rate of 
1.3 per 1,000 total population. All 
prevalence rates quoted in this paper 
are as of June 30, 1959. 

Figure 1 shows the reported preval- 
ence rates per 1,000 total population for 
each of the state’s 87 counties. It is 
evident that there is considerable varia- 
tion in the reported prevalence rates 
among these counties, ranging from 0.3 
to 2.4 per 1,000 population. It is par- 
ticularly interesting to note that the 
variation within the five-county metro- 
politan area of Anoka, Dakota, Henne- 
pin, Ramsey, and Washington counties 
is about as marked as it is for the entire 
state. Further, it should be noted that 
the two counties having the highest 
prevalence rates are Stearns and Lake, 
both largely rural counties. In search- 
ing for a reason for the variation in 
prevalence rates among the counties, 
there are several possible explanations. 
One is that it is an artifact of reporting, 
another that there may be a true differ- 
ence in the prevalence of cerebral palsy 
requiring further epidemiological study. 
With respect to the latter point, it is 
known that one of the two counties with 
the highest prevalence rate, Stearns, has 
for the past several years provided a 


Table 2—Completeness of Reporting by Source 


Total 
Number Number Per cent 
of Units of Units of Units 
Source of Reporting in State Reporting Reporting 
County welfare boards 87 75 86.2 
Hospitals 181 31 17.1 
Physicians 4,337 189 44 
Nursing homes 342 6 18 
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Table 3—Results of Following Up the Nonrespondent Physicians,* Hospitals and Nurs- 


ing Homes in the Reporting Phase of the Study. 


September 15, 1959 


Total 
Number 
Mailed 
Physicians 414 
Hospitals 211 
Nursing homes 223 


h ital 


* All pondin P 
physicians were contacted on the follow-up. 


special class at the State Teacher's Col- 
lege for children with cerebral palsy, 
and that as a result, some families with 
cerebral palsied children have moved 
to the St. Cloud area. Table 1 merely 
provides a frequency distribution of the 
prevalence rates for the 87 counties 
summarizing the results of Figure 1. 
Inspection reveals that over one-half of 
the counties have prevalence rates be- 
tween 0.75 and 1.35. 


Sources of Reporting 


From Table 2 it should be noted that 
75 of the 87 county welfare boards re- 
sponded to the reporting request while 
17.1 per cent, or 31 of the hospitals in 
the state at the time this phase of the 
project was conducted, responded to the 
form sent to them. Only 189 or 4.4 per 
cent of the 4,337 physicians and surgeons 
licensed to practice in Minnesota and 
residing within the state at the time of 
this study responded to the form letter 
requesting reports. Finally, only six of 
the 342 nursing homes registered with 
the State Health Department responded 
to the form letter. 

With respect to the latter three groups, 
namely physicians, hospitals, and nurs- 
ing homes, a subsequent follow-up, not 
yet completed, has increased the rate of 
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Figures Include Returns Up to 


Number 


Responding Number ot 
(Per cent Number Patients 
Responding of New Already 
Given in Patients Known to 
Parenthesis) Reported Register 
182 (44.0) 18 33 
115 (54.6) 68 132 
113 (50.7) 7 + 


and nursing homes were contacted while only 10 per cent of the nonresponding 


response. Presently, 44.0 per cent of 
the physicians contacted on the follow-up 
have responded while 54.6 per cent of 
hospitals and 50.7 per cent of the nurs- 
ing homes have responded to the fol- 
low-up. Table 3 summarizes the results 
of this follow-up. 

From Table 4 it may be noted that 
64.4 per cent or 2,568 patients were re- 
ported by a single source, while the 
remaining 35.6 per cent or 1,419 patients 
were reported by more than one source. 
As a matter of fact, it will be noted that 
one patient was reported by as many as 
eight different sources. 

As a result of this multiple reporting, 
a total of 6,310 reports were received 
regarding 3,987 patients. In other 
words, on the average there were 1.6 
reports per individual. From Table 5 
it may be noted that almost two-thirds 
of the patients were reported by official 
agencies, ‘of which the two largest con- 
tributing groups were the State Depart- 
ments of Welfare and Education. The 
remaining one-third of the reports were 
obtained from nonofficial sources of 
which voluntary health agencies con- 
tributed the largest proportion; hos- 
pitals, physicians, rehabilitation centers. 
and nursing homes contributed lesser 
numbers. 
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Table 4—Patients Reported by Number 
of Agencies 


Number of 
Patients 
Number of Agencies Reported 

One source 2,568 
Two sources 815 
Three sources 326 
Four sources 183 
Five sources 65 
Six sources 23 
Seven sources 6 
Eight sources 1 
Total 3,987 


Age Distribution 


From Table 6 we see that 68.1 per 
cent of the 3,987 patients were under 
20 years of age, while only 5.5 per cent 
of the patients reported were under five 
years of age. This point will be dis- 
cussed further a little later. 

From Table 7 it should be noted that 
the age group with the highest reported 
prevalence rate was the 10-14 age group, 
followed by the 15-19 and 5-9 age 


groups. 


Adequacy of Reporting 


Since all the tables discussed up to 
this point are based on reported cerebral 
palsy cases, we might do well to pause 
for a moment and consider the adequacy 
During 1958, the State 
Department of Education independently 
conducted a survey aimed at locating all 
cerebral palsied children under 21 years 
of age in a 20-county area in south- 
western Minnesota. The purpose of the 
study was to determine the need for a 
new hospital-school for children with 
cerebral palsy in the 20-county area. 
Combining the results of the state-wide 
study with the 20-county survey reveals 
that a total of 356 persons under 21 
residing in the 20-county area were re- 


of reporting. 
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ported to have cerebral palsy by one or 
both of the surveys. Checking that 
portion of our findings with the com- 
yarable 20-county survey indicated of 
the 356 persons, 103 or 29 per cent 
were known to both studies. On the 
other hand, 221 children or 62 per cent 
of the total (356) were known to the 
state-wide survey alone, and 32 or 9 per 
cent of the total were known to the 20- 


Table 5—Reporting Sources of Patients 


Number of 
Patients 


Source Reported 


1. Official Agencies 
A. State Department of Wel- 
fare, including Crippled 


Children’s Program 1,329 
Hospital operated 442 
County welfare boards 497 

B. State Department of Edu- 

cation 716 
20-County survey 135 
County superintendent 
of schools 719 

C. State Department of Health 
Public health nurses 118 

D. State Division of Voca- 
tional Rehabilitation 105 
Subtotal 4,061 


2. Nonofficial Agencies 
A. Voluntary health agencies 


Curative Workshop 764 
United Cerebral Palsy 343 
State Society for Crip- 
pled Children 14 
Goodwill Industries 4 
Other 9 
B. Hospitals 378 
C. Physicians 300 
D. Mayo Clinic 147 
E. Rehabilitation centers 121 
F. Nursing homes 13 
Subtotal 2,222 
3. Unknown 27 
Grand total 6,310 


Table 6—Age Distribution of the 3,987 
Reported Cerebral Palsy Patients 


Age in Number of Per cent 
Years Patients of Total 
Under 1 7 0.19 
1-4 198 5.31 
5-9 741 19.88 
10-14 852 22.86 
15-19 742 19.91 
20-24 469 12.58 
25-29 188 5.04 
30-34 151 4.05 
35-39 103 2.76 
40-44 91 2.44 
45-49 4 1.18 
50-54 43 1.15 
55-59 37 0.99 
60-64 19 0.51 
65-69 18 0.48 
70-74 17 0.46 
75-84 8 0.21 
85 and over 0 0.00 
Total 3,728* 100.00 


* The total does not add to 3,987 because 259 file 
ecards did not contain any information on age. 


county survey alone. These results are 
summarized in Table 8. On the basis 
of these figures, one may estimate that 
there is a 9 per cent underreporting in 
the zero-to-2l-year-age group in the 
state-wide survey. Applying this figure 
to all age groups, we may estimate that 
we have failed to locate an additional 
360 cerebral palsied patients in the state, 
yielding a corrected prevalence of 1.4 
per 1,000 population. 

It is of interest that the state-wide 
cerebral palsy study has identified 221 
patients under 21 years of age, reported 
to have cerebral palsy, who were not 
known to the 20-county survey. From 
this it would appear that the state-wide 
study was more successful in obtaining 
reports of suspected cerebral palsy pa- 
tients than the 20-county survey. Neither 
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survey by itself, however, can be con- 
sidered to have complete reporting. 


Sex Distribution 


In comparing this study with others, 
it should be noted, that like other studies, 
the Minnesota study found a significantly 
higher percentage of males with cerebral 
palsy than females when compared with 
the sex distribution of the total popula- 
tion. Table 9 summarizes this compari- 
son. 


Comparison of Prevalence with Other Studies 


Table 10 compares the reported 
prevalence in Minnesota with that of 
other community studies. An inspection 
of this table reveals that for all age 
groups, the Minnesota prevalence is 
similar to that of Schenectady County, 
N. Y., and Texas. For the group under 
five years of age, the Minnesota preva- 
lence is approximately half that reported 
in Connecticut, one-quarter that in Sche- 


Table 7—Prevalence Rates by Age Groups 
per 1,000 Persons 


Age in Prevalence 

Years Rate 
Under 1 0.10 
1-4 0.75 
5-9 2.77 
10-14 3.81 
15-19 3.58 
20-24 2.19 
25-29 0.85 
30-34 0.71 
35-39 0.50 
40-44 0.48 
45-49 0.25 
50-54 0.25 
55-59 0.23 
60-64 0.14 
65-69 0.17 
70-74 0.23 
75-84 0.11 
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Table 8—Comparison of Reporting in 
State-Wide Survey with 20-County 
Survey 


Number Per 
Reported cent 


Reported by 20-county 

survey alone 32 9.0 
Reported by state-wide 

survey alone (exclu- 

sive of 20-county sur- 

vey) 221 62.1 
Reported by both 20- 

county survey and 

state-wide survey 103 28.9 


Total 356 100.0 


nectady and Georgia* and similar to 
that of Texas. 

For the group under 20 years of age, 
the Minnesota prevalence is higher than 
that found in Connecticut and Texas, 
somewhat lower than that found in Sche- 
nectady, and considerably lower than 
that found in the two-county survey of 
Georgia. For the group aged 20 years 
and over, the Minnesota prevalence is 
similar to that of Schenectady, and con- 
siderably higher. than that found in 
Texas. 


Next Steps in the Minnesota Study 

After completing the case-finding as- 
pect of this project the next step was 
to mail a questionnaire to the 3,987 
reported patients. Nonrespondents re- 
ceived a second questionnaire and those 
still not responding to the second mailing 
were mailed a third questionnaire. The 
mailed questionnaire requests certain 
basic information regarding the patient 
including such data as the patient’s 
place of residence; previous and present 
medical care; physical therapy; occupa- 
tional therapy; speech therapy; educa- 
tion; vocational status; use of public 
health nursing service; and current 
status of the patient with regard to ac- 
tivities of daily living such as walking, 
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dressing, feeding, speech, and so forth. 
In addition the questionnaire contains 
two open-ended questions regarding the 
patient’s need for service and assistance. 

As of September 15, 1959, with the 
third. mailing not entirely finished, a 
total of 2,312 or 58.0 per cent of the 
questionnaires have been answered and 
returned. An additional 128 or 3.2 per 
cent of the questionnaires have been re- 
turned with a note indicating the patient 
for whom the form was meant is de- 
ceased. A total of 127 or 3.2 per cent 
of the questionnaires have been returned 
indicating the patient for whom the 
form was meant does not have cerebral 
palsy; this latter group is now being 
followed up in an effort to obtain in- 
formation on diagnosis. One- and one- 
half per cent of the questionnaires have 
been returned with a note explaining 
that the patient for whom the form was 
meant has moved out of the state. 
Finally, as a _ result of incorrect 
addresses, we have been unsuccessful in 


Table 9—Sex Distribution of the Popula- 
tion of Minnesota as Recorded in the 
1950 Census 


Sex Number Percentage 
Male 1,501,208 50.33 
Female 1,481,275 49.67 
Total 2,982,483 100.00 
Sex Distribution of the 3,987 Reported 


Cerebral Palsy Patients as Determined by 
the Patient’s Name 


Sex Number Percentage 
Male 2,221 56.38 
Female 1,718 43.62 
Total 3,939* 100.00 


* The total does not add to 3,987 because there were 
48 cases where a sex determination was not possible 
from the patient's name. 
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Table 10—Comparison of Prevalence with Other Studies 


20 
Under Under Years 
All § 20 and 
Study Year Ages Years Years Over 
Minnesota study 
Uncorrected 1958 13 0.6 2.5 0.7 
Corrected 1958 14 0.7 2.7 0.8 
Schenectady County, N. Y.! 1948 15 2.7 3.8 0.8 
Georgia (two-county )* 1955 2.95 5.0* 
Texas* 1953 1.1-3.1 0.8 1.8 0.3 
Connecticut* 1950 1.0 1.6* 
1.2 18 


* Under 21 years. 
All rates are per 1,000 population. 


locating 522 or 13.1 per cent of the pa- 
tients. Intensive efforts are being made 
to locate a sample of this group in an 
effort to determine how it differs from 
the group of patients we have been able 
to locate. 

Ultimately, data from the completed 
questionnaires will be coded and 
punched onto IBM cards for tabulation 
and subsequent analysis. 

Steps are also being taken to make 
use of the register and questionnaire in- 
formation to provide additional services 
to cerebral palsied patients and their 
families. Representatives of the major 
state agencies concerned with the care 
of patients with cerebral palsy have been 
meeting for the purpose of developing 
a plan for the use of this register. 


Discussion of Results 


At this point two areas require further 
discussion. They are: (1) reporting and 
(2) the reported prevalence. 

Reporting 

With regard to reporting, it should 

be noted that in any community survey 


it is difficult, if not impossible, to locate 
all patients suffering from a particular 
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chronic disease. Evidence exists to indi- 
cate that the prevalence reported in this 
study is a minimum estimate only. For 
example, recall that comparison of data 
of the state-wide study with the 20-county 
survey indicates that 9 per cent of the 
patients located by the 20-county study 
were not located by the state-wide study. 
Thus, we concluded that there is ap- 
proximately 9 per cent underreporting 
of persons with cerebral palsy under 21 
years of age on a_ state-wide basis. 
Actually this figure may be an over- 
estimate of the underreporting for the 
state-wide study since the reported 
prevalence for the 20-county area is 1.1 
compared with 1.4 for the remainder 
of the state. This suggests that the re- 
porting in the remainder of the state 
(67 counties) may have been better 
than it was for the 20-county area. 

But then, on the other hand, there is 
the added fact that only a minority of 
physicians, hospitals, and nursing homes 
replied to the original form letter re- 
questing them to report known cerebral 
palsy patients. On the basis of this. one 
might possibly infer that the state-wide 
underreporting is greater than 9 per 
cent. Even with follow-up letters to the 
physicians, hospitals, and nursing homes 
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the response rate from any one of these 
three groups does not exceed 60 per cent 
at this time. 

It is interesting to note that the re- 
ported prevalence of cerebral palsy in 
Minnesota does not differ markedly from 
the Schenectady County study in New 
York State. The latter study used two 
methods to locate patients: (1) stimula- 
tion of voluntary reporting, as was done 


in Minnesota; and (2) a house-to-house * 


canvass on a sample basis. 

The fact that one-third of the patients 
reported in the Minnesota study were 
reported by more than one source em- 
phasizes the fact that coordination of 
services for the patient and his family is 
essential. One method of coordination 
is to operate an up-to-date register. 
Unless there is coordination of services, 
there may be duplication of some types 
of services for some patients and gaps 
in services for other patients. 


Reported Prevalence 


With respect to the second point, 
prevalence data, it is of interest that the 
highest reported prevalence in the 
Minnesota study is among the children 
and young adult age groups, 5-24 (see 
Table 8). This finding is similar to the 
Schenectady study. Reasons for the 
lower prevalence rates in the older age 
groups are not entirely known, although 
a recent report by Schlesinger® in a 
follow-up of the Schenectady study indi- 
cated a higher mortality for the cerebral 
palsied group than for the population 
as a whole. Another possible explana- 
tion for the reported lower prevalence 
in the older adult groups is that there 
are fewer organized services for indi- 
viduals in these age groups, as com- 


pared to those in existence for the 5-24. 


year age group. 

The fact that the reported prevalence 
in children under five years of age in 
Minnesota is lower than that found in 
the Schenectady, Georgia, and Connecti- 
cut studies needs interpretation. One 
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explanation for this might be due to a 
delay in case finding of infants and pre- 
school children in Minnesota. It is esti- 
mated that 90 per cent of all cerebral 
palsy can be traced to prenatal and 
natal causes. It would therefore be de- 
sirable to intensify efforts to promote 
earlier case finding in Minnesota, includ- 
ing close follow-up and continuous health 
supervision of the more vulnerable 
groups of infants and preschool children. 

The reported variation in prevalence 
among the 87 counties in Minnesota re- 
quires further study. This reported 
variation may be a product of the in- 
adequacy of reporting, or it may rep- 
resent a true variation in prevalence 
and thus provide leads with regard to 
the causes of cerebral palsy. On the 
other hand, many counties are sparsely 
populated, thus a change in the number 
of cerebral palsy cases by one or two 
might markedly affect the reported 
prevalence rate in such areas. Great 
caution must be exercised in interpret- 
ing the rates from such sparsely settled 
counties. 

One additional step should be taken in 
connection with this study, namely, veri- 
fication of diagnosis. It should be de- 
termined whether cerebral palsy is the 
correct diagnosis of patients reported 
with this condition. This should be 
done by offering a team evaluation of a 
sample of patients reported to have cere- 
bral palsy. 

At a later date there will be a subse- 
quent report on the second part of this 
study, related to the results of the ques- 
ticnnaire sent to the families, and 
describing the location of the patients. 
their health status and care, and their 
needs, 


Summary 


paper describes the results of 
the first phase of a state-wide study of 
patients with cerebral palsy in Min- 
nesota. A prevalence of 1.3 per 1,000 
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Dietary Problems of Submarine Life 


“The feeding problems inherent to living aboard a submarine have remained 
basically the same since a submarine was first developed which could remain at sea 
for more than a few days. The importance of these feeding problems, however, has 
increased steadily as submarine capabilities have improved. Immediately prior to 
the development of the nuclear-powered submarine, the limiting factor in the time a 
submarine could remain at sea was the amount of diesel fuel it could carry. Depend- 
ing on its size and operating speeds, a submarine could remain at sea for periods 
up to 100 days. With the successful development of nuclear-powered reactors and 
oxygen-generating equipment, the United States was able to build submarines which 
can remain at sea for as long as two years. Food has thus become the time-limiting 
factor in submarine operations.” 

(J. H. Schulte, M.C., U. S. Navy. Feeding Problems in the Submarine Service. Journal of 
the American Dietetic Association, April, 1960.) 
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As our urbanized industrial society develops, new problems of water supply 


and use emerge. 


These problems are examined and the future trends 


in the handling of the water problem are discussed. Involvement 


of local and state governments is considered. 


WATER MANAGEMENT AND URBAN PLANNING 


Lyle E. Craine, M.P.A., Ph.D. 


|" RECENT years the “water problem” 
has become increasingly critical. This 
fact, I believe, is general knowledge. 
I shall not, therefore, dwell on the many 
dramatic statistics which are often mar- 
shalled to prove the point. Equally well 
known, no doubt, is the rapid urbani- 
zation of American society; the persist- 
ent, ameba-like extension of suburbs 
from one urban center to the next; and 
the predicted coalescence of these amor- 
phous fingers to create a few great 
agglomerations of urban life which are 
forecast to absorb 80 per cent of the 
population increase in the next two 
decades. 

Less well understood, however, is how 
these two phenomena of our times may 
interact with one another. Recent stud- 
ies in which I have been engaged under 
the direction and with the support of 
Resources for the Future, Inc., have 
impressed me with the fact that solu- 
tions to the water problems in the future 
will demand a closer coordination of 
urban planning and water development. 
Although this need may be sensed by 
the hydrologist, the engineer, the planner 
and even the general public. little has 
been done to identify the shape and 
dimensions of the coordination problem. 

I want to suggest some of the emerg- 
ing elements of this coordination which 
I see in viewing the problem from the 
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perspective of water policy. But before 
doing so, I disclaim any intention to 
propose solutions. Public health prac- 
titioners are on the “firing line”; and 
solutions to these problems must ulti- 
mately come from them—and from those 
other operators with whom they are 
constantly exchanging “fire.” This is a 
“no-man’s-land” for the professor, and 
I insist upon staying entrenched in my 
Ivory Tower! However, I would like 
to believe that the perspective from the 
Ivory Tower makes possible an “aerial 
photo” of what is going on. Perhaps 
this view can enable us to see more 
clearly the relationships between water 
and urban planning which will require 
coordination in the future. 


Background 


From the beginning of civilization. 
water has been a major factor in the 
location and development of cities. 
Through history, the river location has 
provided several services or amenities 
for urban existence. A recognition of 
these is fundamental to an understand- 
ing of the relationships between water 
management and urban planning. Per- 
haps most important, the river has been 
looked upon as a dependable source of 
fresh water, firs, ‘or domestic purposes, 
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and increasingly for industrial purposes. 
Closely related to water supply, the river 
was, and still is, considered the best 
natural agent for carrying and assimi- 
lating the wastes of civilization. And 
in many instances, water power has 
been a major factor in city location and 
growth upon a river site. 

The river’s potential as an artery of 
commerce also favors urban develop- 
ments. It not only makes possible water 
transportation, but the river also pro- 
vides flat flood plains and _ partially 
graded passages through mountains 
which draw overland transportation to 
the river valleys. In fact, the very topo- 
graphic character of the river flood 
plains and terraces is conducive to city 
expansion which comes with economic 
development. 

The river, from the beginning of 
time has provided a final urban service 
which is seldom identified as such. I 
find difficulty in naming it. Perhaps 
I may call it “psychological.” What 
is this force that makes us prefer a 
water location? Even though we may 
not expect to use the water for swim- 
ming, boating, or other more _ basic 
water needs, we still attach a premium 
to a water location. We would rather 
picnic by the water; and we view with 
envy the house (or cottage) on the 
banks of a stream—even though it 
may be only a trickle, hardly large 
enough to float a fingerling. To the 
composite citizenry of the city, it may 
provide a feeling of “connectedness” — 
of receiving refreshment from outside. 
Whatever it is, | submit that it is an 
important service which the river ren- 
ders, and its preservation is vital to 
both water management and urban plan- 
ning. 

Originally, and for a large part of 
history, these services—water supply, 
waste disposal, water power, transpor- 
tation, building sites and living ameni- 
ties—were provided by the river with 
relatively little assistance from man. 
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The increasing demand of modern civili- 
zation, however, has progressively re- 
quired the application of technology to 


capture these services. Less significant, 
but perhaps more dramatic have been 
the technological innovations and growth 
in public investment for navigation, hy- 
droelectric power, flood control, and 
irrigation. According to a recent study 
by the U. S. Department of Commerce, 
the total capital investments in all these 
categories, except irrigation, are ex- 
pected to double in the two decades 
from 1954-1975.! 

As demand for water services has 
increased, pressures on many supply 
sources have intensified, and the focus 
of attention has shifted from the pro- 
vision of individual water services to 
the adequacy of the resource and the 
ways in which it can be managed to 
augment its total service potential. Luna 
Leopold, chief hydraulic engineer of the 
U. S. Geologic Survey, has recently 
said, “The United States has nearly 
completed the development of its water 
resources and must now prepare to 
manage them. 

In contrast to the development of 
services, water management involves 
establishing integrated control over the 
flow of water in a hydrologic unit, and 
the regulation of water use. Multiple- 
purpose engineering, large transbasin 
diversions, integrated operation of mul- 
tiple-purpose storages and related engi- 
neering measures have made possible 
man’s control and management of an 
entire river system. Through such man- 
agement, irregularities in the distribu- 
tion of water in time and place can be 
leveled out to expand the total services 
available. This shift in emphasis from 
“service development” to water manage- 
ment is a major factor in tying water 
development considerations ever tighter 
to the whole process of urban planning 
in ways which I hope will become 
clearer as we take a look at what lies 


ahead. 
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Trends and Prospects 


Based on evidence distilled from ap- 
praisals of the water supply-demand out- 
look, from general growth prospects and 
from inclinations in public policy, I 
believe there are four trends or fore- 
casts which suggest that the future will 
demand a closer coordination between 
planning and water management. I 
shall identify these trends and suggest 
the manner in which they will impose 
new requirements for planning coordina- 
tion. 

First, it appears that there will be 
an increased emphasis upon intensive 
water management, particularly in areas 
of spreading metropolitan growth. Sober 
reflection of available water supply-de- 
mand forecasts leads us to the conclu- 
sion that our problem for the future is 
not the threat of a national water 
famine, but rather the growing intensity 
of water problems in selected areas, 
and about which there is justifiable 
national concern. Irving Fox, of Re- 
sources for the Future, in a recent ad- 
dress before the American Bar Asso- 
ciation, has pointed out that the major 
supply difficulties ahead will stem from 
the concentration of demand in rela- 
tively limited geographic areas—par- 
ticularly areas where pressures upon 
available resources are already great.’ 
Forecasts indicate: (1) that we may 
expect an additional 75 million people 
in the United States by 1980; (2) that 
somewhere around one-half of the in- 
crease will probably occur in the North- 
east-Midwest manufacturing belts where 
there already is a large concentration of 
population and industry; and (3) that 
most of this increment will occur in ur- 
ban communities, for the most part, in 
already bulging areas. 

Although the technological develop- 
ments in salt water conversion and 
weather modification are promising, 
prospects for quantity low cost supplies 
from these sources in the discernible 
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future are not bright. At best, these 
sources will serve largely as a supple- 
ment to existing surface and ground 
water upon which primary reliance must 
be placed. It seems clear, therefore, 
that in areas where pressures on water 
resources promise to intensify we may 
expect a livening demand for water 
management. 

In these areas, the water problem can 
no longer be attacked through iso- 
lated, independent structures to capture 
and distribute any one of the many 
services the river offers. Interrelated 
multiple-purpose projects, designed for 
synchronized operations to regulate the 
year-around regimen of stream flow 
will become as vital to metropolitan 
growth in many areas as the trunk 
highway system. 

Installation of complete water man- 
agement in and near large metropolitan 
regions will cast into bold relief the 
competitive position of many water 
services and the need for coordinated 
regulation of water and land use. As 
metropolitan regions continue to engulf 
villages, small cities and whole country- 
sides, coordination of the land dedi- 
cated to reservoirs, to highways, and 
to recreation becomes imperative. Who 
does not know of cases where the last 
of the remaining reservoir sites has 
become just another subdivision; or 
where the site has unwittingly been 
precluded from future water develop- 
ment by the location of a large super- 
highway; or where the site has been 
developed for water supply without ref- 
erence to pressing recreation needs or 
vice versa? Urban planning, if it is 
to fulfill its role, must be prepared to 
express and document the city’s water- 
service needs and priorities in terms of 
long-range goals. Water managers, if 
they are to perform with the vision 
our times demand of them, must par- 
ticipate in the planning process and be 
guided by the planning product in select- 
ing the mixture of multiple services 
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which the river can render. 

A second characteristic of the future 
which is significant for our problem 
relates to prospective changes in pat- 
terns of water use. 

In the arid West as well as in the 
humid East, in the nonmetropolitan 
areas as well as in the metropolitan 
centers. economic and social develop- 
ment is likely to require a greater pro- 
portion of available water supplies for 
municipal, industrial, and recreation 
purposes. Consistent data on use and 
demand are difficult to come by. Rig- 
orous forecasts of future use are lacking. 
However, from the scattered evidence, 
it appears that for the nation as a whole, 
municipal and industrial uses, which 
are today approximately equal to irri- 
gation withdrawals, are likely to ac- 
count for twice as much as irrigation 
by 1980. It is unlikely that there are 
many places where irrigation can com- 
pete with municipal and industrial needs 
when water is in short supply. Equally 
significant, but less well understood, is 
the rapid increase in water use for 
recreation purposes, and the growing 
value attached to the preservation of the 
esthetic characteristics of the water re- 
sources of an area. 

Forecasts, then, indicate that our water 
problems will not only tend to concen- 
trate in the urbanizing areas, but that 
such urban created values as municipal 
and industrial water supply, recreation, 
and the preservation of the intrinsic 
visual values of water in the environ- 
ment will increasingly dominate water 
management considerations. This trend 
promises to complicate relations between 
local units and federal water develop- 
ment projects. After all, these services 
are traditionally local responsibilities. 
A federal river management program 
in areas where municipal and industrial 
supply. recreation, and environmental 
preservation is important must be tied 
into local planning to a degree never 
dreamed of when federal programs con- 
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centrated on navigation, irrigation, hy- 
droelectric development, and flood con- 
trol. 

A third trend or prospect of signifi- 
cance to our problem of coordinating 
water management and urban planning 
is discovered in the area of public 
policy. Here I sense a quickening 
demand for greater local participation 
in federal water management. This fol- 
lows naturally from the increasing recog- 
nition of urban values and the impact 
of a river management scheme upon 
urban land use. As federal river de- 
velopment becomes both inten- 
sive as well as extensive, voices for 
local participation will become louder. 

This demand for more local partici- 
pation has two aspects: First, the desire 
of local interests to have a voice in 
decisions that are increasingly vital to 
their way of life; and second, the pres- 
sure of the federal taxpayers for local 
beneficiaries to carry a share of the 
costs more nearly proportional to the 
benefits received. In application, these 


goals are interrelated—‘he who pays 
has the say.” President Eisenhower 


recognized this interrelatedness of local 
participation when he said, “. . . the best 
test yet devised for insuring that a proj- 
ect is sound [is] the willingness of local 
people to invest their own money in a 
joint enterprise with the federal gov- 
ernment.”* 

Granted that we can point to little 
in the way of basic policy changes to 
encourage greater cost sharing, there are 
nevertheless several policy inclinations 
in this direction. For example, the 
Eisenhower administration proposed that 
federal grants for local pollution abate- 
ment works should be reduced in return 
for a waiver to the states of the federal 
telephone tax. Whether this is good or 
bad depends upon one’s point of view. 
It is a position that had the support 
of a federal-state action committee which 
was studying ways of turning back to 
the states certain federal responsibilities. 
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On the other hand, the governors rose, 
almost as a man, to protest. Those of 
us concerned with the critical character 
of the pollution problem, not without 
justification, fear that withdrawal of 
federal grants will delay remedial meas- 
ures. But whether this proposed action 
is good or bad is not vital to my point. 
The fact remains that this reflects an 
inclination—a growing inclination, I 
believe, on the part of the public—to 
expect greater local participation with 
the dollar as well as with the vote. 

Since legislative action has been negli- 
these may be tenuous straws. 
However, I believe two forces are at 
work to make these moves more than 
passing irritants to an otherwise steady 
trend toward federal assumption of all 
water services. 


sible. 


First, the character of the problem is 
such that local interests increasingly will 
demand leadership in those water man- 
agement schemes which dominate large 
ameba-like metropolitan regions, and 
they will be willing to pay for those 
benefits which intrinsically are based 
upon urban values. 

Such a step might be assisted by the 
inauguration of a program of federal 
grants to cover federal benefits provided 
in state and local projects. A move in 
this direction was taken in Congress 
when Senator Engle introduced a_ bill 
to authorize grants to nonfederal proj- 
ects to cover such federal benefits as 
flood control, irrigation, and fish and 
wildlife improvements. Such a grant 
program would encourage state and 
locally water management 
schemes by making available the same 
kind of federal aid for local projects 
as is enjoyed in federally dominated 
projects. 

A second force for greater state and 
local participation is the federal tax- 
payer. Increasing commitments of the 
national government to world affairs 
and to space affairs will make the 
federal taxpayer increasingly adamant 


sponsored 
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that federal contributions to water man- 
agement be carefully scrutinized and 
strictly limited to clearly identifiable 
national benefits. This, of course, is 
a latent force, and one that has as yet 
seen little political expression. 

Another trend of significance in the 
relationship of water management and 
urban planning relates to flood control 
policy specifically. An increasing de- 
mand to reappraise current federal flood 
control policy is likely to place upon 
local units of government responsibility 
for decisions which will put local plan- 
ning to a severe test. For example, 
there is growing recognition that actual 
henefits of flood reductions from water 
management extend far beyond loss of 
life and the damages prevented. Major 
increments to land values accrue to the 
unoccupied as well as the occupied flood- 
plain lands when the threat of flooding 
is reduced. Whatever may be the justi- 
fication for federal assistance in reduc- 
ing loss of life and property damage 
from catastrophic floods, little national 
interest can be ascribed to providing 
a small group of property owners with 
the speculative windfalls in protected 
areas. Increasing recognition of this 
distinction between protection values 
and enhancement values suggests the 
need for local cost-sharing to cover 
enhancement values. This in turn may 
require the exercise of local powers 
to levy benefit assessments. Such a 
series of events will press local units 
to consider various alternatives to water 
management as a means of coping with 
flood problems. Flood forecasting. flood 
insurance, and flood-plain zoning are 
other measures that are often less costly 
and more effective in reducing actual 
flood damages. Flood-plain zoning is. in 
fact. a necessary adjunct to flood pro- 
tection through water management. 
Without it. newly protected areas be- 
come more intensively developed, and 
unoccupied flood plains become occu- 
pied. Thus, values subject to flooding in- 


431 


il 


crease, and more protection at ever in- 
creasing costs is demanded. 

A recent study by a group under 
Gilbert White at Chicago University ex- 
amined the changes in urban occupance 
of flood plains since the federal govern- 
ment assumed a responsibility for flood 
control in 1936.° This study supports 
the conclusion that, in most situations, 
structures on flood plains are increasing 
at substantially the same rate as the 
number of structures being given pro- 
tection by engineering works. This casts 
a shadow of doubt on the efficacy of 
current federal flood control policy. 
Must we continue to spend from 200 
to 250 million dollars annually in order 
“just to stand still?” How long will 
public policy support such “Alice in 
Wonderland” approaches? The answer 
may be: “As long as the federal gov- 
ernment is willing to provide reasonable 
flood protection ‘for free’.” But, in spite 
of the “pork barrel” in which federal 
flood control policy is kept, significant 
challenges to it are emerging. 

A national conference on Flood-Plain 
Regulation and Insurance held at Chi- 
cago in December, 1958, is indicative of 
the scrutiny that is being applied to 
flood control policy. Mr. White char- 
acterizes this conference, in a recent 
issue of “State Government,” as “a new 
and unprecedented effort to deal with 
flood losses.” He says, “It was unique 
in several respects. For the first time 
local, state, and federal officials came 
together to propose changes in public 
policy for reducing flood damage by 
means other than engineering works. It 
was unprecedented also because it was 
the first serious effort to evaluate flood 
control policy that has not followed 
immediately after a great disaster.”® 

I think it is clear that a serious re- 
examination of flood control policy is 
under way, prompted not by the emo- 
tional aftermath of a great catastrophe, 
but by sober concern that “engineering 
works alone have not achieved the re- 
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duction in the annual bill the nation is 
paying in flood losses.””® 

Those who have given deep and un- 
biased study to the problem are con- 
vineed that in urban areas it cannot 
be solved by engineering alone, or by 
engineering in combination with water 
and erosion control measures upstream.* 
The urban flood control problem is one 
for engineering plus community plan- 
ning. Here, state and local governments 
are challenged to exercise their rights 
and powers of land-use planning and 
zoning. In order to assure a compre- 
hensive attack on the flood problems 
of burgeoning metropolitan areas, water 
management and urban planning must 
be organized to activate many of the 
reciprocal relationships which inher- 
ently lie between land-use planning, 
flood control engineering, and_ local 
powers of benefit assessment and land- 
use regulation. 


Summary 


As society becomes more complex in 
its urban-industrial concentrations, new 
problems of water supply and _ use 
emerge. These problems are largely the 
product of interaction of two factors: 
(1) the concentration of demand upon 
local water resources; and (2) the in- 
creasing value which the urbanized pub- 
lic attaches to water amenities, such as 
outdoor recreation and esthetic pleasures 
of water location. 

Paradoxically, increasing demand 
upon local resources often destroys the 
very amenities which urban existence 
makes more valuable. In_ situations 
where pressures on local resources be- 
come critical, individual and unrelated 
water developments must give way 
to comprehensive water management 
schemes in order to balance and maxi- 
mize the water services obtainable. 

Forecasts indicate that the trouble- 
some water problem in the future will 
be related to the growing urbanization 
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Urban growth, as it is progressing in the United States, requires that land 


be used in a coordinated, rational manner. 


The author of this paper 


discusses various facets of land use planning, and points out 


relationships to public health. 


ASPECTS OF LAND USE PLANNING 


B. Budd Chavooshian 


oO” of the foremost challenges facing 
this country today is how to al- 
locate usable land to best serve the in- 
terests of the people. With a population 
of about 175 million growing at around 
1.7 per cent each year, compounded, the 
competition for ideal sites for housing, 
industry, public utilities, schools, farm- 
land, and commercial centers becomes 
more intense. 

At the same time there is a marked 
trend for Americans to move from the 
country into the city, and from the inner 
core of the city toward the suburbs and 
their outer fringes. In 1950 more than 
100 million—or about 60 per cent— 
Americans lived in standard metropoli- 
tan areas. By the year 2000, it is esti- 
mated that 220 million of a possible 300 
million Americans will be living in 
metropolitan areas. (Standard Metropoli- 
tan Areas—SMA’s—usually consist of a 
county or adjoining counties in which at 
least one city has more than 50,000 
people.) In 1950 there were 168 such 
areas in the United States. 

The 1960 census showed that this 
trend toward urbanization of the land- 
scape has increased still further. Recent 
studies by the U. S. Bureau of Census, 
the Urban Land Institute, and by other 
planning groups have already made fore- 
casts as to the future extent of metropoli- 
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tan areas throughout the United States. 
They envision a series of “strip-cities” 
throughout this country. 

Even now the urban region from Port- 
land, Me., down to Norfolk, Va., is 
approaching this condition. Later on 
the San Francisco to Los Angeles strip 
and the L-shaped strip from Milwaukee 
south to Chicago and east through De- 
troit to Cleveland will become steadily 
urbanized. That is, unless some unfore- 
seen economic or natural upheaval 
should intervene. 

Along with this growing urbanization, 
will come the inevitable social, economic, 
and political problems of how to divide 
up the urban landscape among com- 
peting and conflicting demands. In 
New Jersey, for example, the North- 
eastern Metropolitan Region (Newark, 
Jersey City, Elizabeth, Paterson, and so 
forth), in which the boundaries between 
cities are often ill-defined, has been con- 
fronted with numerous land use prob- 
lems. Social and economic forces in this 
area are causing an increase in blighted 
or run-down housing areas. 

In other sections of New Jersey de- 
mands for more reservoirs in the Dela- 
ware River Basin have conflicted with 
those of neighboring states of Pennsyl- 
vania and New York. Problems like 
these are repeated in other urban areas 
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throughout the country and may be ex- 
pected to become more serious before 
improving. It is here that a description 
of land use planning might help those 
who are concerned with the problems of 
urban expansion and congestion. 


Land Use Planning—A Definition 


Land use planning is one phase of the 
over-all field of city and regional plan- 
ning. Essentially it involves the study 
of past and present land uses in a com- 
munity, a projection of the needs of the 
populace to meet demands-ratio of serv- 
ices to numbers of people, and finally a 
written, graphic and visual proposal of 
how the total land space might be most 
economical and fairly divided among 
foreseeable uses (factories, schools, farm- 
land, housing, roads, parks, and others). 
Also involved is the political climate in 
which the land use planner finds him- 
self. For the politicians, as representa- 
tives of the people of the community, 
have to approve the tools of effectuation 
to carry out or insure the success of the 
comprehensive or master plan. 

One part of land use planning which 
has assumed more prominence recently 
is the need to plan for the circulation 
of automotive and rapid transit traffic in 
urban areas. In almost all the larger 
cities the problem of traffic congestion in 
the downtown area has reached the criti- 
cal stage. (The downtown area is 
technically referred to as the “central 
business district.”) | Narrow streets 
which could handle the light traffic loads 
of 40 years ago are today seldom ade- 
quate for this task. The number of cars 
in a city has often increased at a faster 
rate than the number of drivers. This 
has added to the traffic congestion and 
at the same time taken business away 
from public transit service. 

Today, the cities are faced with a 
need to plan for an ideal pattern of 
traffic circulation. Such a system would, 
among other functions, carry intercity or 
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interstate trafic through or around an 
urban area with minimum disruption of 
the internal traffic pattern of the city. 
Planners have to estimate how much this 
new road pattern would change the city’s 
economic and social structure; and dif- 
ferences in approach between the urban 
planner and highway engineer have to 
he worked out. In short, trafic and 
highway planning is still a young field. 

Planning for recreation facilities is 
another kind of land use planning which 
might bring together the professionals of 
urban planning and public health. It is 
increasingly recognized that a minimum 
area of land in each community is 
needed to satisfy the impulse to play 
and relax—for adults as well as for 
children. The shortage or inaccessibility 
of parks and playgrounds in our largest 
cities may prove to be an important 
factor in the increasing incidence of 
mental illness in some of these areas. 
Land which is used for parks or natural 
preserves can often be put to a greater 
number of uses, since it is frequently 
cheaper to clear away the natural vege- 
tation than to tear down any buildings 
that might have been erected on the 
same site. 

However, vacant and undeveloped 
land often is too expensive to maintain 
because of taxes, so that there is fre- 
quently strong economic pressure to 
build an income-producing structure like 
an apartment or office building. In 
certain instances this has made it diffi- 
cult for a city to acquire additional park 
or recreation space, since private de- 
velopers can often outbid what the city 
government can afford to pay. 

A minimum area of land in each 
urban area must be reserved for educa- 
tional facilities such as elementary 
schools, high schools, and colleges. What 
this proportion will be is determined 
partly by present and forecasts of the 
future age-distribution of the local popu- 
lation. For instance, many of the newer 
suburbs throughout the country often 
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contain a greater proportion of school- 
age and under school-age children than 
do neighborhoods in the older sections 
of that urban area. 

With more than 4 million children 
being born each year, it is clear that 
a vast capital outlay will be needed to 
provide adequate facilities for educa- 
tion. The land use planner is prepared 
to help this program by allocating the 
most economical and otherwise suitable 
sites for school buildings and grounds. 

Public utilities form still another cate- 
gory of land use which is essential to 
the well-being of a community. Some 
of the essential services like water supply 
and sewage disposal present jurisdic- 
tional problems which extend beyond 
the boundaries of the urban area. For 
example, New York City, Philadelphia, 
and other cities in Pennsylvania, New 
York, and New Jersey all receive their 
water from the Delaware River basin. 
This set of claims has led to political 
and administrative conflicts as to how 
much land area in each state’s portion 
of the basin should be saved for water 
supply reservoirs. Fortunately, the Corps 
of Engineers prepared a comprehensive 
survey of this basin which was com- 
pleted in 1960. At the same time the 
governors of the four basin states agreed 
to take the necessary steps to create an 
organization to administer the water re- 
sources of the basin. 

The amount of land to be allocated 
for power plants, sewage disposal facili- 
ties, gas holders, transmission lines, and 
other utility services should also be in- 
corporated into the comprehensive plan 
of the urban area. 

In making up a comprehensive plan it 
is convenient to reduce the diversity of 
land uses into a few manageable cate- 
gories. “Residential” land use, as an 
example, would apply to those areas in 
a community which contained structures 
devoted to sleeping purposes. In a com- 
prehensive plan these areas would be 
situated in such a way that the families 
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living there would have ideal access to 
schools, playground and park space, 
shopping centers, working quarters, and 
others. The density of buildings and 
lots in residential areas tends to be lower 
than in the commercial section of a city, 
partly because land values and taxes 
are lower than in the first case. 

“Commercial” land use is a classifica- 
tion which includes any use of land for 
business, for wholesale and retail sales, 
banking, and so forth. This category 
exhibits widely varying characteristics 
of density and ground coverage, some- 
times reaching a very high concentrated 
level in the older “downtown” sections 
of metropolitan areas. In new shopping 
centers or campus-type office building 
centers, on the other hand, density and 
coverage often fall below the levels 
exhibited by purely residential neighbor- 
hoods. 

“Industrial” land use applies to sites 
which are used for the processing and 
manufacture of raw materials. Factories, 
shops, and public utilities are examples 
of this category. In practice, industry 
may locate at an economically advan- 
tageous site—such as near the central 
business district of an urban area—but 
such a location may be adverse with 
regard to air pollution, to cite one in- 
stance. 

An often neglected type of land use 
which is nevertheless of importance to 
urban land use planning is the category 
known as “agricultural.” Historically, 
the city has usually been somewhat 
skeptical of the economic importance of 
rural areas. Today, however, about 
3,000 acres of open space (mostly farm- 
land) are lost each day in the United 
States as a result of “urban sprawl”— 
the process through which urban areas 
annex land beyond their outer fringes 
for new housing and other municipal 
improvements, such as roads and others. 

Urban and metropolitan area planners 
have increasingly tried to grapple with 
this problem, and in some regions more 
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than a token effort has been made to 
plan for optimum use of cropland on 
urban fringe areas. In Santa Clara 
County, Calif., planners and county offi- 
cials were able, in 1954, to create an 
agricultural zone in which cropland 
would be preserved from further en- 
croachment by housing developments. 

After a comprehensive land use plan 
has been completed the next step is to 
develop procedures to implement it. At 
this time, planners and lawyers must 
combine to draft zoning laws and ordi- 
nances for the communities they serve. 
“Zoning,” which is the legal determina- 
tion of a land use pattern, is an import- 
ant device to insure that a given area is 
developed in conjunction with a coordi- 
nated plan. 

Subdivision controls are another fea- 
ture of a controlled land use planning 
program. In towns which have subdivi- 
sion ordinances regulating the size of 
lots in newly acquired tracts, public 
officials can sometimes confer with the 
planning board to determine ideal lot 
size. For example, as of January 30, 
1959, municipal zoning ordinances had 
been adopted in 423 of New Jersey’s 
municipalities, and a total of 378 had 
subdivision controls. In New Jersey, 
the municipalities with both subdivision 
ordinances and controls were thus in a 
favorable position to control their. future 
growth. 

Still another, and perhaps the most 
spectacular way of carrying out an effec- 
tive land use planning program es- 
pecially in the larger cities in the 
United States, is through the technic of 
urban renewal. First, it must be added 
that even smaller cities and towns some- 
times require a face-lifting to provide an 
adequate housing and living environ- 
ment for their citizens. Quite a few 
people are now aware that there are vast 
areas of blighted and run-down housing 
in the metropolitan centers, as well as 
inadequate street systems, air pollution, 
stream pollution, excessive noise, and 
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other shortcomings of the urban environ- 
ment. The federal government has 
recognized the seriousness of this situa- 
tion in a provision of the Housing Act 
of 1954 dealing with urban renewal. 
The Federal Urban Renewal Adminis- 
tration has made available funds to 
enable communities to finance the costly 
operation of tearing down the blighted 
structures, and of replanning and re- 
developing the area for the future. 

Since a master plan for an urban area 
may advocate a change in use and popu- 
lation density for a core area of the city, 
there is bound to be a prolonged process 
of relocation of residents from present 
congested and blighted neighborhoods. 
The process will not be final, however, 
until the planners, public officials, and 
special interest groups of the community 
agree to carry through all the provisions 
of the master plan, including enforce- 
ment of building codes and pertinent 
public health regulations. 


Land Use Planning and Public Health 


The land use planner has a need to 
know how his master plan will affect the 
chemical composition and the circulation 
patterns of the atmosphere in and around 
an urban area. By cooperating with 
public health engineers and meteorolo- 
gists he may be able to determine suit- 
able locations for industry and heavily 
traveled traffic arteries so that the 
esthetic and health needs of the com- 
munity are satisfied. 

Likewise, through consultation with 
experts in water supply and water con- 
servation, plans can best be adapted to 
the local requirements for this vital 
natural resource. In this case he is in a 
position to plot the location of a new 
reservoir with the cooperation of public 
health officials and other water special- 
ists. The problem of water supply in 
the near future will become increasingly 
acute. With the rapid growth in popu- 
lation and living standards and in the 
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possibilities for water pollution, the need 
for a solution is urgent. 

The planner and the sanitation en- 
gineer could further share each other's 
knowledge on problems of sanitation and 
sewage disposal, to mention two ex- 
amples. As suburban housing develop- 
ments expand outward from the central 
city, the costs of providing new sewers 
have risen. Also, a number of suburbs 
have found septic tanks inadequate for 
the demands placed on them due among 
other factors to undesirable drainage 
features and improperly designed septic 
systems. In New Jersey this problem 
has been met by Chapter 199, adminis- 
tered by the State Health Department, 
which regulates the installation of septic 
systems in terms of type of soil, includ- 
ing but not limited to internal drainage 
characteristics, number of occupants in 
the structure, types of facilities in the 
structure, and other features. In the 
summer resort center, Ocean City, N. J.. 
a study by the New Jersey State Plan- 
ning Bureau has been undertaken to 
help plan for the future development of 
that town’s sewer system, which has 
proved at times incapable of handling 
peak demands 

As was earlier mentioned, zoning and 
subdivision ordinances should be tailored 
to the public health needs of a munici- 
pality. The chief objectives for planners 
and public officials concerned with zon- 
ing would be the greatest possible re- 
duction of such features of the environ- 
ment as pollution of air and water, 
unattractive landscape, and noise (from 
traffic, trains, aircraft, factories, and con- 
struction projects). 

Planners owe a debt of thanks to the 
American Public Health Association for 
its pioneering work in delineating the 
concept of “healthful housing.” These 
findings have paved the way for a more 
accurate technic of measuring the extent 
and rate of spread of urban blight, and 
should therefore prove to be a boon to 
urban renewal programs. 
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Land Use Planning and Metropolitan 
Coordination 


With urban sprawl steadily growing, 
along with the number of conflicting in- 
terests over the use of the landscape, it is 
apparent that some new policy or set of 
policies will have to be applied to the 
problem. As one observer explains: 


“... There are many local efforts by 
private and public groups to control sprawl 
and save open space. ... Watershed groups, 
for example, have not made common cause 
with the recreation people or utilities: farmers 
and urban planners have a joint interest in 
open space, but act more as antagonists than 
allies—and all go down to piecemeal defeat. 

“It is going to take a political fight to 
bring these groups to focus on the prob- 
lem. ... Many planners feel they should 
work first for a master government to deal 
with all the problems of the metropolitan 


In some cities an effort is now being 
made to achieve metropolitan-wide plan- 
ning. Toronto, Dade County (Miami). 
Detroit, and Minneapolis-St. Paul have 
established metropolitan planning boards 
or the equivalent to deal with the con- 
flicting planning interests of the suburbs 
and cities within each area. Since the 
suburbs are usually economically de- 
pendent upon the core city of a metro- 
politan center, it is expedient for all to 
get together to solve their common prob- 
lems. 

Street and highway systems. public 
utilities, and tax structure are a few 
of the common features of suburb and 
core city which show inconsistency in 
development. For instance, the traffic 
plan of one suburb has in some cases 
allowed a channelization of its traffic 
into an inadequate street system in a 
neighboring suburb. This case is just 
another argument for the establishment 
of a metropolitan land use planning 
agency to coordinate divergent and con- 
flicting land uses among the towns in the 
region. 

New Jersey State Planning Program 
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In a similar respect the New Jersey 
State Planning Program has been work- 
ing on the problem of coordinating land 
use patterns throughout the state. The 
State Planning Bureau in New Jersey is 
one of the few in the nation to set up a 
reservoir of planning services for the 
benefit of a long list of communities, in- 
cluding the state government itself. 

Under various federal programs New 
Jersey's municipalities are increasingly 
showing their desire to solve the prob- 
lems of rapid metropolitan development. 
The Local Planning Assistance Program 
of New Jersey's Department of Conserva- 
tion and Economic Development is now 
helping 120 communities of the 567 in 
the state. Under the program, offered 
through Section 701 of the United States 
Housing Act of 1954, federal, state, and 
local funds amounting in the aggregate 
to over $1,300,000, are made available 
to provide technical planning assistance 
to municipalities of less than 25,000 
people. Master plans for approximately 
60 communities have thus far been com- 
pleted under the program; plans for 15 
others are in the final stages. The 1959 
Housing Act has broadened the program 
to include cities up to 50,000. 

Under Section 702 of the same Hous- 
ing Act, municipalities and public 
authorities may obtain interest-free 
federal loans for the purpose of prepar- 
ing preliminary and final plans for pro- 
posed public works. These are needed 
for housing, urban renewal, industrial 
and economic expansion, and area and 
regional growth. The projects include: 
sewer. water, and sanitation facilities: 
streets, bridges and grade separation; 
hospitals and health facilities; public 
buildings: and other projects—including 
garbage disposal plans, port develop- 
ments and harbor and flood relief facili- 
ties. Since this “702” program began 
in 1954, assistance has been approved 
for 26 projects totaling more than $1.1 
million. 
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Another case of planning for metro- 
politan coordination is to be found in 
the Urban Renewal Survey now under 
way at the State Planning Bureau. The 
study area of the survey covers the 
urbanized portions of 278 municipali- 
ties in a nine-county area in northeastern 
New Jersey. Eighteen of the 40 urban 
renewal projects in this region are situ- 
ated in the six major central cities 
(Jersey City, Paterson, Newark, Eliza- 
beth, East Orange, and Passaic). A 
comprehensive survey of blight and 
urban renewal policies and procedures 
will be followed by suggestions for 
regional urban renewal goals. The com- 
pleted research will then be made avail- 
able as a guide for both private and pub- 
lic action within the deteriorating sec- 
tions of northeastern New Jersey. 

This survey is a joint undertaking of 
the Planning Bureau and Rutgers Uni- 
versity, and will help state and federal 
government determine whether regional 
cooperation can be of assistance to local 
communities in renewal programs. The 
first of the kind in the country, the 
survey will be undertaken with a grant 
of $130,106 from the Federal Urban Re- 
newal Administration, and $65,053 from 
the state of New Jersey in staff and 
supervisory services. 


Conclusion 


To summarize this discussion on the 
role of land planning in the urbaniza- 
tion process, it might pay to quote a 
recent observation : 


“As this country moves from a_ space- 
abundant to a space-poor nation, human needs 
will mount. More people will be brought in 
contact with one another, more often than not 
in over-standardized environments. Strains 
and stresses may be reflected in even higher 
rates of juvenile delinquency, alcoholism, 
mental illness, air and water pollution, com- 
municable diseases, 


If this statement is true, then the 
urban planner and the public health en- 
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see that their respective programs for a 1. Whyte, William H., Jr. Urban Sprawl. Fortune (Jan.), 
better society are publicized and then 1958 (reprint). 
Y 2. Population Reference Bureau, Inc. Space—A Finite 


accepted by government at all levels. Factor. Population Bull. 13,6:98 (Oct.), 1957. 


Mr. Chavooshian is chief, Bureau of Planning, New Jersey State Planning 
Bureau, Trenton, N. J. 

This paper was presented before a Joint Session of the Conference of 
Municipal Public Health Engineers, the Conference of State Sanitary Engineers 
and the Engineering and Sanitation Section of the American Public Health 
Association at the Eighty-Seventh Annual Meeting in Atlantic City, N. J., 
October 21, 1959. 


Normal Behavior 


“No valid comparative statistics of the incidence of mental illness in different 
parts of the world is possible today because of the great differences in social 
attitudes as to what constitutes mental illness or abnormal behavior in different 
countries. What is considered as manifestation of severe mental illness in one culture 
may be looked upon, in a culture with a more primitive outlook, as a high form of 
religious attainment. Thus, comparative surveys of the attitudes of the peoples 
toward variations in human behavior and toward facilities and techniques for the 
treatment of those considered mentally ill are basic to a genuine international 
epidemiological study of mental illness and mental health.” 

(F. Fremont-Smith, M.D. World Mental Health Year. Hospital Progress, February, 1960.) 
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The authors describe a hemagglutination test to detect antibody response 


after immunization with pertussis vaccine. 


The test was tried on 44 


individuals, and on immunized infants. 


HEMAGGLUTINATION TEST FOR PERTUSSIS ANTIBODY 
WITH A SOLUBLE EXTRACT OF 


BORDETELLA PERTUSSIS 


Joseph H. Schubert, Ph.D.; M. G. Eleff, M.D.; and George J. Hermann, M.S. 


| bes NEED for simple and reproducible 
methods to determine antibody levels 
increased simultaneously with the gen- 
erally increased interest in adequate im- 
munization. For example, a number of 
studies have been performed by Fisher," 
Landy,” and Schubert® to develop an 
in vitro antibody test for determining 
diphtheria and tetanus antitoxin titers. 
In whooping cough the method for de- 
tecting antibodies consists of an agglu- 
tination procedure with a Bordetella 
pertussis suspension. Sako*t observed 
that the attack rate of previously im- 
munized infants in household exposures 
was inversely proportional to the 
humoral agglutination titers. Bradford® 
criticizes the agglutination test as being 
insufficiently sharp for accuracy. Our 
own experience, using a commercially 
prepared antigen, was similar in that 
poor end points were obtained, probably 
due to the mucoid character of the 
organism. 

The results of antibody determinations 
with the hemagglutination test in other 
diseases interested us in this procedure 
for pertussis. Hemagglutination studies 
were made with an antigen extracted 
with a mixture of thiourea, urea, and 
formamide. Maitland and Guerault® 
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showed that this extract contained the 
pertussis mouse immunizing antigen, 
the histamine sensitizing factor, and ag- 
glutinogen. The extract appeared to be 
a protein-lipid-carbohydrate complex. 

In this study, the hemagglutination 
test with tannic acid treated sheep cells 
was used as the procedure for determin- 
ing antibody response after immuniza- 
tion. The method for performing the 
test and the results are given on serums 
from an immunization study with a 
soluble, noncellular pertussis vaccine.* 


Materials and Methods 


Immunization 


The hemagglutination test was studied 
by testing serums obtained from healthy 
inmates of the U. S. Federal Peni- 
tentiary, Atlanta, Ga. After evaluating 
the test with the adult serums, tests were 
performed on serums from infants. Pre- 
immunized serums were obtained from 
44 adults, following which a series of 
three injections was given at four-week 


* Prepared by Merck, Sharp and Dohme, 
and obtained through the courtesy of Dr. 
Willard F. Verwey,’ Department of Micro- 
biology, University of Texas Medical Branch, 
Galveston, Tex. 
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intervals. Further bleedings were ob- 
tained one month after each injection. 

Three men received 0.1 ml of vaccine 
intradermally at the time of the first in- 
jection, but subsequent 0.1 ml doses 
were given subcutaneously to these indi- 
viduals because of the severity of the 
local inflammatory resulting 
from the intradermal injections. All re- 
maining vaccine injections were given 
At each immunization 
period three subjects received 0.25 ml. 


reaction 


subcutaneously. 


two received 1.0 ml, and the other 36 
members of the study group received 
0.5 ml. 

Following this study, immunization of 
newborn infants was undertaken. At the 
time of delivery each infant was given 
0.5 ml of the soluble 
cutaneously. This dose was repeated at 
one and two months of age, and the in- 
fant was bled at three months. 


vaccine sub- 


Hemagglutination Procedure: Generally 
Followed That Used by Stavitsky 

Buffered solutions of pH 6.4 and 7.2 
were made with sodium citrate and citric 
acid. Rabbits used for preparation of 1 
per cent serum diluent solutions were pre- 
tested to eliminate nonspecific reactions. 
Sheep blood was drawn in 3.8 per cent 
Cells after 
washing were suspended in 1 per cent 
rabbit serum at a 2.5 per cent concentra- 
tion. A quantity of the 2.5 per cent 
sheep cell suspension was tanned with an 
equal amount of 1:20,000 tannic acid in 
the water bath at 37° C for 20 minutes. 
The tanned cells were washed once in 
pH 7.2 buffer and then suspended in 
saline. : 


sodium citrate solution. 


Antigen 

Bordetella pertussis strains 5,373 and 
27.729, obtained through the courtesy of 
Dr. Grace Eldering, Michigan Depart- 
ment of Health, and strain 4,027, ob- 
tained from the Communicable Disease 
Center Culture Collection, were used for 


antigen preparation. These strains all 
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performed equally as sensitizing anti- 
gens. Subcultures were made, and cul- 
tures of antigens were grown on BG 
vaccine medium. Large culture tubes 
were seeded from subcultures and grown 
aerobically at 37° C for 72 hours. The 
organisms were scraped off the medium 
in merthiolated saline and stored in 
the deep freeze. Sufficient antigen as 
needed was centrifuged at 5,000 rpm for 
five minutes in a Servall SS 1 centrifuge. 
A 2 ml quantity of packed cells was 
suspended in 30 ml of the “TUF” mix- 
ture prepared from 3 gm thiourea. 26 
gm urea, 12.7 ml formamide, and 55 ml 
distilled water. After adding the “TUF” 
reagent, the organisms were suspended 
by agitation in a Virtis homogenizer at 
10,000 rpm for three minutes. This was 
placed in the refrigerator overnight and 
then centrifuged in a refrigerated centri- 
fuge at 5° C at 5,000 rpm for ten 
minutes. The supernate liquid after ex- 
traction was dialyzed in the refrigerator 
in distilled water for 24 hours. Sufficient 
sodium chloride was added to the extract 
for 0.9 per cent concentration and pre- 
served with 1:10,000 aqueous merthio- 
late. 


Serums 

All serums to be tested were inacti- 
vated at 56° C for 20 minutes and 
diluted in 1 per cent rabbit serum. Start- 
ing at the 1:8 dilution, twofold dilutions 
were prepared in 0.2 ml amounts in 12 
x 75 mm serologic tubes. One-tenth ml of 
sensitized cells was added to all serum 
dilutions and incubated in the water 
bath at 37 A control 
was set up of sensitized cells in 1 per 
cent rabbit serum, and of tanned cells 
with the inactivated serums. A negative 
result was observed when the cells settled 
A positive reaction 
was recorded when the cells completely 
coated the bottom of the tube in a carpet 
pattern. A rabbit serum positive con- 
trol was prepared by immunizing 
selected nonreactive rabbits. 


C for one hour. 


as a ringed button. 
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Protection Tests 


Passive protection tests in mice were 
performed with a 200 LD 50 challenge 
dose of Bordetella pertussis strain 
18323L7. prepared according to the 
method used at the National Institutes 
of Health for vaccine potency testing. 
Mice were injected subcutaneously with 
0.5 ml of serum 24 hours prior to the 
intracerebral challenge dose injection of 
0.03 ml. Tests were performed with 
paired serums which had high hemag- 
glutination titers after immunization. 


Results 


No serious reactions occurred among 
any of the vaccinated groups other than 
a local inflammatory reaction in the 
three individuals given the 0.1 ml injec- 
tion intradermally. None of these re- 
actions was severe enough to require 
medical attention. Twenty-five per cent 
of the men reported some pain or red- 
ness at the injection site up to 12 hours 
postinjection, 

In this study differences in titers due 
to the route or quantity of injection 
The hemagglutina- 
tion titers obtained with the preimmuni- 


were not observed, 


_on pre- 


zati and postimmunization serums are 


_ given in Table 1. 


The 44 preimmunization specimens 
had a geometric mean titer in the range 
of 1:8 to 1:16. The geometric mean 
titers of the postimmunization serums, 
taken four weeks after the first, second, 
and third injections, were in the ranges 
of 1:32 to 1:64, 1:256 to 1:512, and 
1:1,024 to 1:2,048, respectively. Nine 
serums titered to 1:8,192 after the third 
injection. 

Hemagglutination tests were then per- 
formed on serums which were obtained 
from the mother, the infant cord blood, 
and on serums taken one month after 
immunization of the infant with soluble 
pertussis vaccine. The results on these 
serums are shown in Table 2. 

The results show little or no hemag- 
glutination with the mother’s and in- 
fant’s cord serums, whereas the serums 
taken from the baby one month after 
immunization reached high titers. 

Mouse protection tests were performed 
on four infant cord bloods, on the serums 
taken one month after immunization, and 
and postimmunization 
serums of five adults. The results of 
mouse protection tests and the hemag- 
glutination titers are shown in Table 3. 


Table 1—Hemagglutination Titers of Adults Before and After Immuniza- 


tion with Pertussis Antigen 


Titer of Preimmunization Postimmunization serums 
Serums* Serums ks 2 3 
<8 19 2 
8 16 14 9 1 
32- 64 6 7 4 
128- 256 3 10 8 5 
512-1,024 2 9 10 il 
2,048-4,096 7 19 19 
8,192 2 9 
Geometric mean: 8-16 32-64 256-512 1,024-2.048 
Total 44 


* Serums were obtained four weeks after the first, second, and third vaccine injections. 
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Table 2—Hemagglutination Tests on 
Mother’s Blood, Cord Blood, and Im- 
munized Infant’s Blood 


Titer of Immunized 
Serums Mother Cord Infant 
<8 9* 14 
8 16 5 1 
32- 64 1 
128- 256 1 
512-1,024 5 
2,048-4,096 7 
8,192 2 
Total 5 


* Mother's blood was 1:8. 


These tests were performed on the 
undiluted serums. Correlation of 
hemagglutination titers and mouse pro- 
tection was not attempted at this time. 


Discussion 


As seen from the above materials and 
methods, the sheep erythrocytes undergo 
considerable manipulation. In perform- 
ing the hemagglutination test, lysis of 
sheep cells was observed after tannic 
acid treatment of two-week-old cells sus- 
pended in phosphate buffers as described 


by Stavitsky. It was found in this 
study that if citrate buffers were used 
then the sheep cells were satisfactory for 
as much as one month without becoming 
hemolyzed. 

Certain equivocal results may be ob- 
tained when reading the red cell pattern 
of the tests, due to variation in the 
curvature of the tube Cell 
patterns in flat tubes tend to coat the 
tube bottom, whereas cells tend to settle 
as ringed buttons in tubes with pointed 


bottoms. 


bottoms. 

Sheep cells were suspended in 1 per 
cent rabbit serum when preparing the 
2.5 per cent cell suspension prior to 
tannic acid treatment. This reduced the 
tendency of the pertussis extract to auto- 
agglutinate the cells. The dilution of 
antigen selected for did 
not agglutinate the tannic acid treated 
cell controls. 

Serums were selected with high 
hemagglutination titers for the mouse 
protection in order to clearly 
demonstrate protection. Although the 
data in Table 3 demonstrate the presence 
of protective antibodies, a larger number 
of mice is needed to properly study the 
relation of hemagglutination titers to the 
mouse protection test. 


sensitization 


tests 


Table 3—Mouse Protection Tests with Serums 


Preimmunization Postimmunization 

HA Titer Mice* HA Titer Mice* 
B-167 <8 5/5 2,048 2/5 
B.3 <8 4/4 2,048 3/4 
B-1 <8 3/5 8,192 0/4 
B-5 <8 3/4 4,096 0/5 
A-7t <8 2/4 8,192 1/5 
A-28 <8 4/4 8,192 0/4 
A-21 <8 5/5 8,192 1/4 
A-27 <8 4/4 4,096 1/5 
A-39 <8 4/5 8,192 1/4 
Totals 34/40 9/40 


* Numerator = number dead. 


+ B=Baby. A= Adult. 


Denominator = number injected. 
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Since the pertussis bacterial agglutina- 
tion results were not clear-cut (data not 
given), it is felt that the hemagglutina- 
tion test will more accurately quantitate 
antibodies in immunization studies. 


Summary 


A hemagglutination test employing 
tanned sheep erythrocytes sensitized with 
an extract of the pertussis organism was 
developed. It was used as a procedure 
to detect antibody response after im- 
munization with pertussis vaccine. A 
study of 44 individuals given a series of 
three injections showed an increase in 
titer as a result of the injections. Blood 
from immunized infants, tested at three 
months of age, had hemagglutination 
titers of 2,048 to 4,096, whereas the cord 
blood titer was eight or less than eight. 
It appears that the mother does not 
generally transmit antibodies to the in- 
fant. 
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The possibility of hidden factors in self-administered check lists and 


questionnaires about the health history of individuals is examined 


here. 


Attention is drawn to the disposition of respondents to 


answer in a particular way because of certain properties 


in the questionnaire. 


Further studies are indicated. 


RESPONSE SET: A METHODOLOGICAL PROBLEM IN 


COMPLAINT INVENTORIES 


Gene G. Kassebaum, Ph.D. 


NVESTIGATORS who want to obtain 
| information about symptoms, com- 
plaints. and other portions of the health 
history of individuals or groups have 
increasingly needed and _ utilized self- 
administered check lists and question- 
naires. In the process of developing 
such questionnaires for routine use, how- 
ever. certain methodological problems 
must be recognized. Among others, the 
question arises as to whether responses 
are always automatically attributable to 
the parameters the investigator is at- 
temping to measure. 

One aspect of this question is repre- 
sented in the fact that responses to a 
complaint inventory may generally be 
interpreted as having “psychological” 
as well as “somatic” parameters. That 
is, the number of symptoms and com- 
plaints a person reports may be viewed 
either as an index of the person’s actual 
physical difficulties or as an index of the 
extent to which he enhances —¢ represses 
awareness and expression of such dif- 
ficulties. Another aspect of the question 
is less a matter of interpretation and 
more a matter of the technicalities of 
questionnaire construction. Thus recent 
psychometric work has demonstrated the 
significance of “response set,” a term 
used to designate the disposition of re- 
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spondents to answer questions in a par- 
ticular way because of some properties 
of wording or format present in the 
questionnaire. Among the more impor- 
tant types of response set are “tendency 
to agree,” which refers to the disposition 
to agree with items regardless of con- 
tent! and “social desirability,” which 
refers to the value connotation attached 
to any self-characterization.” The effects 
of both may, to a considerable degree. 
be controlled by certain technics of 
questionnaire construction. 

This paper describes what appears to 
be another type of response set, a type 
that may be particularly likely to occur 
in the case of complaint inventories. 
As will be shown, data from a recent 
study using a true-false check list of 
symptoms reveal different rates of com- 
plaint expression depending on whether 
items assert the presence or the ab- 
sence of symptoms. 


Questionnaire and Sample 


As part of a larger study of patients’ 
perception of sickness, a list of 33 com- 
plaint items* was administered to a 
sample of patients in the General Medi- 
cal Clinic of the New York Hospital. 
The items appear in Table 1, which 
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also indicates the percentage of those 
who, among the entire group of 201 
patients, answered “true” to each of 
the items. The patients were drawn 
from three primary diagnostic categor- 
ies: arteriosclerotic heart disease, dia- 
hetes mellitus. and psychoneurosis. A 
fourth category was made up of patients 
with two or more of these three diag- 
Patients were divided approxi- 
mately equally among the four diag- 
nostic groups. There were about three 
times as many 
sample: the majority were white and 
few were under the age of 40. 


noses, 


women as men in the 


Results of Analysis 


Responses to the 33 complaint items 
were intercorrelated and factor ana- 
Table 2 displays the rotated 
factor matrix. 

Inspection of the items loaded high 
on Factor | reveals that they are phrased 
in such a manner as to require a “dis- 
agreement” in order to register a com- 
plaint. Items determining Factor II 
are phrased in such a manner as to 
require an “agreement” to register a 
complaint. The fact that the only factors 
to emerge in this analysis are of this 
nature suggests strongly that the gram- 
matical form of the statement is, in part 
at least. a determinant of response and 
expression of complaints. 

The percentage of persons answering 
“true” to the items which are highly 
loaded on Factor | is greater than the 
percentage answering “true” to the items 
on Factor Il. For the 16 items loaded 
on Factor | the mean of the “per cent 
true” is 51 per for Factor II 
this figure is 35 per cent. This differ- 
ence. could, of course. simply reflect 
the fact that even in a sick population, 
items which assert a symptom are not 
as frequently descriptive of the respond- 
ent as items which state health. How- 
ever, if the number of scored complaints 
in Factor I is compared with the scored 


cent: 


MARCH, 1961 


PROBLEMS OF HEALTH QUESTIONNAIRES 


Table 1—Complaint Items 


Per cent 


True 

81 1. I have a good appetite. 

35 2. I wake up fresh and rested most 
mornings. 

70 3. My hands and feet are usually 


warm enough. 
26 4. I am about as able to work as I 
ever was. 
am seldom troubled by constipa- 
tion. 


uw 


attacks of 


> 


am troubled by 
nausea and vomiting. 
am bothered by acid stomach 
several times a week. 

My sleep is fitful and disturbed. 
9. 1 am in just as good physical 
health as most ef my friends. 


w 
_ 


51 10. IT am almost never bothered by 
pains over my heart or in my 
chest. 

55 11. Parts of my body often have feel- 
ings like burning, tingling, 
crawling or like going to sleep. 

63 12. I have no difficulty starting or 
holding my bowel movement. 

66 13. I hardly ever feel pain in the 
back of my neck. 

25 14. Iam troubled by discomfort in the 
pit of my stomach every few 
days or oftener. 

62 15. I have little or no trouble with 
my muscles twitching or jump- 
ing. 

33. 16. There seems to be a fullness in 
my head or nose most of the 
time. 

26 17. Often I feel as if there were a 
tight band about my head. 

19 18. I have a great deal of stomach 
trouble. 

69 19. I have never vomited or coughed 
up blood. 

19 20. During the past few years I have 
been well most of the time.. 

$2 21. I am neither gaining nor losing 
weight. 

35 22. The top of my head sometimes 
feels tender. 

29 23. 1 do not tire easily. 


seldom or never have 
spells. 

I can read a long time without 

tiring my eyes. 


55 24. I dizzy 
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Table 1—Complaint Items (continued) 


Per cent 
True 


42 26. I feel weak all over much of the 
time. 


69 27. I have very few headaches. 

67 28. I have no difficulty in keeping my 
balance in walking. 

44 29. I hardly ever notice my heart 
pounding and I am_ seldom 
short of breath. 

58 30. I have few or no pains. 

48 31. I have numbness in one or more 
regions of my body. 

40 32. My eyesight is as good as it has 


been for years. 
67 33. I do not often notice my ears 
ringing or buzzing. 


complaints in Factor II, it is apparent 
that the complaint response is more 
frequently made in the Factor I items 
than in the Factor II items. For Factor 
I the average per cent answering “false” 
(registering a complaint) is 48 per cent, 
as compared with 35 per cent for com- 
plaints registered via Factor II items 
(t=2.65); this difference is significant 
beyond the 0.01 level. 


Discussion 


It is not prudent to conclude too 
much from one sample of responses 
to a short check list. However, from 
these data it would appear that if the 
investigator uses questionnaire items 
which assert that something is painful 
or a symptom is present, he will get 
a higher percentage of people who show 
no complaint than if he uses statements 
asserting the absence of symptoms. It 
is possible to frame this as an hypothesis 
suitable for testing: patients will indi- 
cate that they have somatic complaints 
more frequently when presented with 
items asserting the absence of symptoms 
than when presented with items assert- 
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ing the presence of symptoms. To test 
this hypothesis would require alterna- 
tive forms of the same items, with each 
list given to matched samples. It was 
not possible to perform a comparable 
analysis on the data presented here, be- 
cause the items in Factor I could not 
be strictly equated with the items in 
Factor II. 


Table 2—Rotated Factor Matrix* 


Variable I Il 
ol 213 218— 093 
02 329 387 — 258 
03 370 095 — 146 
04 531 032 — 283 
05 22 103 — 189 
06 003 — “7 — 200 

7 058 — 604 368 
08 267 — 362 202 
09 492 076 — 248 
10 454 112— 219 
ll 149 503 275 
12 498 017— 248 
13 481 030 — 232 
14 060 600 364 
15 333 128 127 
16 025 536 288 
17 009 — 599 359 
18 100 581 348 
19 227 251 115 
20 532 089 — 291 
21 364 181 165 
22 195 — 529 318 
23 428 050 — 186 
24 456 020 208 
5 466 053 220 
26 259 - 381 212 
27 298 309 184 
28 286 316— 182 
29 433 204 — 229 
30 524 080 — 281 
31 299 — 432 276 
32 319 133— 119 
33 24 078 — 186 

4.084 3.535 7.619 


* Per cent of total item variance accounted for: Factor 
I=12 per cent, Factor I[=11 per cent, total=23 per 
cent. 
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More generally, the results described 
may point up an interesting semantic 
phenomenon, namely, that patients will 
more often say they are not well (i.e., 
disagree that they are complaint-free) 
than they will say that they are sick 
(i.e., admit to having a symptom or 
complaint). In any case, experience 
thus far suggests the need for more com- 
plex questionnaire formats for the assess- 
ment of complaints. The literature on 
“tendency to agree” suggests that it is 
wise to construct balanced scales made 
up of equal numbers of items to which 
the scorable responses are “agree” and 
“disagree.” In a similar fashion, when 
“social desirability” is suspected to be 
an effect (particularly in self-characteri- 
zations on neuroticism inventories) a 
forced choice questionnaire format may 
be employed. In this technic statements 
are paired on the basis of their social 
desirability scale value. From each 
pair of matched statements, respondents 
are asked to select the one which most 
nearly characterizes themselves. The 
more nearly alike the statements are in 
social desirability values, however, dif- 
ferent their actual content, the more 
difficult it is for the respondent to make 
his choice on the basis of the social 
desirability of the response. 


Summary 


The results of a factor analysis of 
responses to 33 items in a symptom 
questionnaire indicate that patients tend 
to group together items which assert 
absence of complaints and group to- 
gether in another dimension items which 
assert presence of complaints, rather 
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than simply viewing the complaint items 
as converses of the noncomplaint items. 
Thus the results suggest that there may 
be a hidden component in complaint 
inventories, namely, a differential proba- 
bility of scorable complaints depending 
upon whether the item states the pres- 
ence of symptoms or the absence of 
symptoms. More study is required of 
the semantics of admitting to complaints 
as opposed to denying complaints. Build- 
ing questionnaires which control for 
the effect of such a response set will 
facilitate more accurate studies of health 
status and its relation to other char- 
acteristics of individuals and groups. 


REFERENCES 


1. Cf. Christie, R.; Havel, J.; and Seidenberg, B. 
Is the F-Scale Irreversible? J. Abnorm. & Social 
Psychol. 56:143-159, 1958; Cronbach, L. J. Response 
Sets and Test Validity. Educ. Psychol. Measmt. 
6:475-494, 1946; Cronbach, L. J. Further Evidence on 
Response Sets and Test Design. Educ. Psychol. 
Measmt. 10:3-31, 1950. A_ forthcoming study by 
Arthur Couch and Ken Kenniston at Harvard con- 
ceptualizes the “tendency to agree” in terms of 
personality theory. This study is discussed briefly in 
Kassebaum, G. G.; Couch, A. S.; and Slater, P. E. 
Factorial Dimensions of the MMPI. J. Consult. 
Psychol. 23 :226-236, 1959. 

. The social desirability level of each of a given set 
of items may be established by orthodox psychometric 
procedures for scaling. Studies have shown high 
correlations between the probability of endorsement 
and the social desirability value of self-descriptive 
statements in various questionnaires. Cf. Edwards, A. 
The Social Desirability Variable in Personality As- 
sessment and Research. New York, N. Y.: Dryden 
Press, 1957. 

3. The thirty-three items used are taken from the 
MMPI scale developed to differentiate hypochondriacal 
patients from normal ones. Since at least one chronic 
illness has been diagnosed for every patient in our 
sample, the term hypochondria is inappropriate with- 
out proof that the responses indicate personality- 


to 


structured enhancement of symptoms, 

4. Cf. Thurstone, L. L. Multiple Factor Analysis. 
Chicago, Ill.: University of Chicago Press, 1947. 
Thurstone’s complete centroid method was used. The 
first two centroids were of sufficient size to warrant 
consideration; a third and fourth were extracted, 
but contained no loadings large enough to be in- 
terpreted. The factor matrix was rotated “blind” to 

structure using the quartimax 


orthogonal simple 


analytical method. 


Dr. Kassebaum is director of studies, Comprehensive Care and Teaching 
Program, The New York Hospital, Cornell Medical Center, New York, N. Y. 


MARCH, 1961 


449 


This presentation of the Grand Rapids Rehabilitation Program for 
alcoholics emphasizes that alcoholism is preventable and 


reversible. The author discusses the operation of 


the program and its achievements. 


ALCOHOLICS CAN BE REHABILITATED 


W. B. Prothro, M.D., M.P.H., F.A.P.H.A. 


we to 1945 the only public insti- 
tution that admitted alcoholics was 
the jail and, in terminal cases, the 
mental hospitals. Once the alcoholic 
started drinking, the only direction was 
down. There appeared no turning back. 
He was rejected by society. He soon 
lost his job, home, family, and friends. 
He became a homeless man—a skid row 
bum! His only hope for the future 
was jail, insanity, or premature death. 

The tide began to turn about 1945 
largely due to the successful work of 
Alcoholics Anonymous. More recently 
various medical and psychiatric treat- 
ment programs have been _ instituted. 
Three years ago, the Grand Rapids 
Health Department joined in the battle 
in behalf of these previously forgotten 
men. Our knowledge of the foe was 
small, our forces were limited and un- 
trained, but our determination and 
morale were high. Today, after three 
uncertain years, we look back and can 
point out some 260 former alcoholics no 
longer facing family disgrace, jail, or 
insanity; but rather solid citizens hold- 
ing down important jobs, keeping their 
families together, and holding their 
heads erect. 

In dollars and cents we have spent 
about $60,000 per year on this pro- 
gram. OF this. about $10,000 has been 
Based upon 
conservative estimates, each alcoholic 
represents a loss of about $3,400 per 


repaid by the patients. 
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year. It is estimated that our inpatient 
program alone has already saved our 
society $884,000 through prevention of 
crime, disease, welfare aid, and wage 
loss. The saving of human and spiritual 
values cannot be estimated. 

How was the Grand Rapids Rehabili- 
tation Program developed and what is 
the philosophy behind it? Here is the 
story: 

In 1951 the Michigan State Legisla- 
ture declared, in an act establishing the 
Michigan State Board of Alcoholism. 
that “alcoholism is recognized as a 
chronic and progressive illness, char- 
acterized by an excessive and uncon- 
trolled drinking of alcoholic beverages. 
and as a public health problem.” Two 
years later, in September, 1953. the 
Grand Rapids Health Department began 
studying the problem of chronic alco- 
holism as a local public health respon- 
sibility. 

An attempt to find a comprehensive 
health department program in alcohol- 
ism prevention and control, which we 
could use as a guide, was without avail. 
It was, therefore, decided that we should 
feel our way into the problem and. 
perhaps, develop our own unique ap- 
proach based upon such facts as we 
could obtain from other types of pro- 
grams and the facilities with which we 
had to work. 

Our first step was to make a study 
of our local problem. A conference was 
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called of our local police chief, probate 
and municipal judges, a leader in Al- 
coholics Anonymous, a local physician 
who was treating many alcoholics, a 
couple of civic and social leaders. along 
with representatives of the Health De- 
partment. Two conclusions came out 
of the conference: First, that there were 
an estimated 4,000 to 5,000 alcoholics 
in our city and county of approximately 
300,000 population. Second, that a 
health problem involving this number 
of people, and which would require 
community organization to solve it, was 
a significant public health problem that 
should be tackled by the Health De- 
partment. 

The second step was the appointment 
by the city manager of a Citizens Ad- 
visory Committee to study and recom- 
mend a comprehensive alcoholism re- 
habilitation program. The Kent County 
Medical Society. Alcoholics Anonymous, 
and probate judges were requested to 
nominate one member to the Alcoholism 
Advisory Committee. The city manager 
appointed two others, an attorney and 
a businessman, to represent the rest of 
the public. This committee, with the 
public health director and the execu- 
tive secretary of the State Board of 
Alcoholism ex-officio, developed the basic 
outline of our present program. 

In brief, our program plan called 
for the establishment of an alcoholism 
information center, an outpatient con- 
sultation and group therapy clinic, an 
inpatient rehabilitation center, and a 
hospital fund to pay for emergency hos- 
pital care for those alcoholics who might 
need this service, but could not pay for 
it. in preparation for admission to the 
Rehabilitation Center. 

An appropriation of $60,000 was 
sought from the City Commission and 
State Board of Alcoholism to finance 
such a program. The result was that in 
September, 1955, a contract was signed 
hetween the City Commission and State 
Board of Alcoholism establishing such 
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a program under the administration of 
the Grand Rapids Health Department 
with the city and the state each agree- 
ing to pay half the cost of operation. 
Two years later Kent County joined 
the program in a three-way contract. 

A Division of Alcoholism Control was 
established in the Health Department. 
Our public health educator who had 
previously been sent to the Yale Uni- 
versity Summer School of Alcohol 
Studies was appointed administrative 
director of this new division. A_part- 
time medical director, two rehabilita- 
tion or social workers, two rehabilita- 
tion nurses, two attendants, and a 
clerk-stenographer composed the Reha- 
bilitation Center staff. A tenth of the 
salary of the health director, the staff 
public health nurses, budget clerk, nu- 
tritionist, and x-ray technician were 
charged against the program. Other 
members of the Health Department staff, 
although not charged against this budget 
item, have been involved in the alco- 
holism control program and are con- 
sidered part of the alcoholism control 
team. 

Our former communicable disease 
hospital was reconditioned to provide 
office space for the alcoholism control 
division, the information center. out- 
patient clinic, and a 15-bed inpatient 
rehabilitation center. 

It was agreed that inpatient care 
would be only upon a voluntary basis; 
court commitments would not be ac- 
cepted. We felt that rehabilitation would 
be doubtful unless the alcoholic really 
wanted help. He must also be sober 
at the time of admission. The minimum 
stay was established at two weeks, but 
could be extended for as long as 90 
days. A patient charge of $10 per day 
was established; however, payment of 
this is considered purely as part of the 
therapy and the patient is not pressured 
to pay. No one is turned away for 
lack of ability to pay. 

The philosophy which has guided the 
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organization and operation of our pro- 
gram is that the chronic alcoholic is 
an ill person in all aspects of his being: 
physically, mentally, spiritually, and 
socially. As such, his treatment must 
of necessity be multiphasic. We believe 
that best results can be obtained by 
utilizing the art and science of all pro- 
fessional disciplines that compose the 
Health Department staff working as a 
coordinated team. 

Our program attempts both primary 
and secondary prevention. Primary, 
prevention of excessive use of alcohol; 
and secondary, prevention of insanity 
and death as a result of untreated alco- 
holism. 

We attempt primary prevention 
through an organized public health edu- 
cation program. Leadership is given in 
this by the administrative director of 
the alcoholism program and_ public 
health educators who prepare news re- 
leases, radio and television programs, 
distribute educational materials, provide 
consultation to public and private school 
personnel, organize and promote a 
speaker’s bureau, give talks and lead 
discussion groups in the interest of 
public education regarding alcoholism; 
its causes, prevention, and _ control. 
Every member of the public health staff 
and many others can and do partici- 
pate in this phase of the program. 

Secondary prevention, or alcoholism 
rehabilitation, is attempted through a 
coordinated program using the special- 
ized services of the entire public health 
staff working as a team. The treatment 
of acute intoxication is primarily a 
medical and nursing problem. Such a 
patient, being an acutely ill person, 
requires the services of a physician. A 
medical diagnosis is required. Acute 
alcoholism must be differentiated from 
diabetic coma, psychosis, and other ill- 
nesses. Once diagnosed, the alcoholic 
must be detoxified, metabolite balance 
reestablished, assimilative and digestive 
processes restored to normal. Since we 
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are not staffed to provide complete hos- 
pital care, the acutely intoxicated indi- 
vidual is not admitted directly to our 
Rehabilitation Center. He can be ad- 
mitted indirectly by approving payment 
to a general hospital for needed medi- 
cal care provided he desires and agrees 
to enter the center for a two-weeks 
rehabilitation program following dis- 
charge from the hospital. Many, how- 
ever, sweat out their acute stage, often 
under the watchful eye of an Alcoholics 
Anonymous member. They are admitted 
to the center as soon as their condition 
permits and detoxification is completed 
in the center. 

Our inpatient program is planned for 
the rehabilitation of the chronic alco- 
holic who, while sober, sincerely desires 
to overcome his addiction. Of course, 
considerable effort is made to create 
or motivate this desire in the various 
alcoholics that come to the attention 
of our staff. Although no local alcoholic 
is denied assistance, we attempt to moti- 
vate the alcoholic to seek help before 
he has lost his job, his family, or com- 
munity ties. The length of stay and 
group therapy sessions are planned for 
such moderately advanced alcoholics. 
We feel that we can get best results 
with less effort and cost and also pre- 
vent greater complications and suffering 
by not waiting until the alcoholic is a 
“skid row” or homeless man. 

Upon the basis of a history and physi- 
cal examination, which includes a chest 
x-ray, Kahn test, urinalysis, and other 
laboratory tests as indicated, the physi- 
cian determines whether the patient is 
a suitable candidate for rehabilitation 
and, therefore, eligible for admission to 
the center. He determines if there are 
physical or mental facts that have con- 
tributed to the person’s drinking. Like- 
wise, he diagnoses and treats the com- 
plications of alcoholism, such as cir- 
rhosis, gastritis, peripheral neuropathy, 
malnutrition and other pathological con- 
ditions. He attempts to restore the 
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alcoholic to maximum health, and then 
helps him to live with his existing dam- 
age and inadequacies. 

Once the physician has diagnosed the 
alcoholic, cleared his system of the 
effects of acute intoxication, and re- 
stored his physical condition as far as 
possible, the rest of the staff join him 
in an effort to rehabilitate the patient. 
Through the use of individual medical 
and social counseling, group therapy 
sessions, discussion groups, films, lec- 
tures, and literature, the staff gives the 
patients a knowledge of the effect of 
alcohol on the human body and mind. 
They explain what the final results are 
if excessive use of alcohol is prolonged. 
They discuss the profile of an alcoholic, 
the philosophy of Alcoholics Anony- 
mous, the use and place of antabuse 
and other drugs in alcoholism control. 
They emphasize that a true alcoholic 
is never “cured” to the extent that he 
can return to social drinking. He must 
abstain from its use entirely in the 
future. They attempt to develop an 
understanding and a firm desire for 
sobriety on the part of the alcoholic. 
In general, the staff attempts to help 
develop and utilize hitherto unused re- 
sources within the alcoholic. The staff 
team and the patient make an effort 
to achieve a satisfactory modification 
in the way of living compatible within 
the patient’s residual and irreversible 
pathology. 

To supplement medical therapy, social 
counseling, and education, the rehabili- 
tation program includes a high protein 
diet, recreation, adequate sleep and, to 
some extent, occupational therapy. Psy- 
chological testing has more _ recently 
been included as part of the program. 

Usually the alcoholic does not seek 
rehabilitation until he faces a crisis. 
He may be facing a threat of divorce, 
the loss of his job, imprisonment due 
to intoxication, or commitment to a 
mental hospital. This motivates to seek 
aid. Therefore, while the rehabilitation 
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team works with the patient, the social 
worker must work with the wife, em- 
ployer, or judge to prepare the way 
for the patient’s return to a normal situ- 
ation when he is ready for release from 
the Rehabilitation Center. 

Each of the other members of the 
public health team make their unique 
contribution to the program. Much of 
the success of the physician depends 
upon the effective assistance of the clinic 
or rehabilitation nurse, laboratory staff, 
and x-ray technician. 

The nutritionist, through lectures and 
discussions with the alcoholics and their 
families, educates and motivates them 
to eat an adequate diet high in protein, 
minerals and vitamins and low in car- 
bohydrates. These discussions include 
what constitutes a proper diet and pro- 
vide assistance in menu planning. She 
explains the need for various types of 
food, how to select and prepare them, 
and how to get balanced, yet appetiz- 
ing menus, and still live within the 
family income. 

Clerical staff is necessary for assist- 
ance to all the staff. Even the sanita- 
tion staff and housing inspectors con- 
tribute to the program. They frequently 
find that alcoholism lies at the root of 
many of their environmental health 
problems. Through direct referrals, or 
indirectly through the public health 
nurse or social worker, they become 
a case-finding and referral group. 

The statistician provides consultation 
service on record requirements for 
proper program evaluation and research. 

The family may contribute to an 
alcoholic’s drinking. Alcoholism often 
results in emotional trauma, malnutri- 
tion, and many other health problems 
to the family. While the center staff 
works with the patient, the public 
health nurse works with the family on 
these problems. She assists in improv- 
ing the emotional climate of the home. 
She helps the family recognize alco- 
holism as an illness and points out ways 
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they can assist the alcoholic to remain 
sober when he returns home from the 
Rehabilitation Center. She also helps 
families improve their physical health 
through the use of available preventive 
services and good nutrition practices. 
She is most valuable in postrehabilita- 
tion follow-up and evaluation. 

The full benefit of the community's 
resources are made available to the 
alcoholic while he is in the Rehabilita- 
tion Center and afterwards. His prob- 
lems are analyzed by the clinic staff. 
All local health, social, and welfare 
resources are brought to the attention 
of the patient and proper referrals are 
made. For example, the Family Service 
Association can often make a great con- 
tribution for better home life. Members 
of Alcoholics Anonymous participate in 
some of the group therapy sessions. 
They interpret the philosophy and _pro- 
gram of AA. Those patients who can 
be interested in AA membership are 
urged to join when they leave the 
center and an AA sponsor is found for 
them. Those who have church ties 
are encouraged to renew and strengthen 
them. All are urged to obtain a family 
doctor for follow-up therapy with anta- 
buse if there appears to be a need for 
such protection during the trying period 
of adjustment. 

It is not enough to restore the patient 
to physical and mental health and moti- 
vate him to refrain from the use of alco- 
hol. We are all creatures of environ- 
ment. The rehabilitation 
efforts, to a large extent, depends upon 
the reception the alcoholic receives from 
the community after his release from 
the Rehabilitation Center. For maxi- 
mum success there is need for a fuller 
understanding of the nature of the prob- 
lem throughout the community. There 
must be understanding and cooperation 
on the part of the patient’s family, em- 
ployer, church, physician, social agen- 
cies, clubs, and other groups. The pub- 
lic health team, particularly the social 


success of 
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workers, have assumed the responsibility 
in helping to achieve this end. Recently 
we have felt that these efforts could 
well be supplemented by a large broadly 
representative Citizens Committee. We 
are now in the process of establishing 
one. It will serve as an Advisory Com- 
mittee to the health director and as a 
liaison group between the department 
and the community. We hope they can 
and will improve community under- 
standing and support of the program and 
assist the rehabilitated alcoholic’s return 
to a normal life. 

The alcoholic patient is not for- 
gotten by the department when he leaves 
the center. Before he leaves, an attempt 
is made to get him associated with 
some sponsor—an AA member, physi- 
cian, minister, employer, or friend. We 
attempt to keep track of the patient's 
status through these contacts. 

In addition, a special weekly meeting 
is conducted at the Alcoholism Rehabili- 
tation Center for former patients and 
their wives. Additional education and 
counseling is given in group therapy 
sessions, discussion groups, and by indi- 
vidual counseling. 

Those patients who live in the city 
or county and have families are fol- 
lowed routinely for two years by the 
public health nurse in her home visita- 
tion program. This gives us valuable 
data for evaluating our program as 
well as providing help to the family. 
Follow-up of single men and nonresi- 
dents is carried on by the social workers, 
personally if in the city or county, and 
by correspondence or through the local 
sponsor if living out of the county. 

During our three years of existence 
we have experienced many problems: 
agreeing upon the philosophy and 
method of treatment, getting and equip- 
ping adequate quarters, recruiting and 
training staff, getting the various pro- 
fessional disciplines to work together as 
a team, and a rapid turnover in staff; 
including two administrative directors 
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and four medical directors, with their 
differing philosophies and methods. In 
spite of these problems and hardships, 
we have been surprisingly successful. 
In August and September of 1958, 
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the public health nurses and staff mem- 
bers of the Rehabilitation Center at- 
tempted a follow-up on all former in- 
patients of the Alcoholism Rehabilitation 
Center. Their preliminary report follows. 


REPORT ON INPATIENTS DURING THREE YEARS, SEPTEMBER, 1955—AUGUST, 1958 


General Information 


During the first three years of its existence, the Alcoholism Rehabilitation 
Center treated 781 inpatients (an annual average of 260). However, only 614 
individuals were involved since 142 (23 per cent) returned for a second, and some- 


times a third treatment. 


Table 1—Patients at the First Admission 
by Residence 


Patients 

Per 

Residence Number cent 

Grand Rapids 409 67 
Kent County excluding 

Grand Rapids 107 17 
Out-of-county (includes 
a small number of out- 

of-state residents) 98 16 

614 100 


Two out of every three inpatients 
were city residents; the third one came 
either from the balance of the county 
or from out-of-county (Table 1). 

About one out of four 
(24 per cent) came on his own initia- 
tive, often motivated by publicity; more 
than two out of three (37 per cent) 
were referred by wives, other relative. 
or members of the Alcoholics Anony- 
mous (Table 2). 

It may be seen from the Tables 3, 
la, and 4b that about one out of two 
persons (48 per cent) was married. 


inpatients 
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but only 43 per cent lived with their 
wives; slightly more than one out of 
three (37 per cent) was divorced or 
separated and one out of ten (10 per 
cent) was single. The proportion of 
widowers was relatively small (5 per 
cent). i 

One out of three inpatients lived in 
a house he owned, others lived in rented 
houses, apartments or rooms. 


Table 2—Sources of Referrals of Patients 
(Percentage Distribution) 


Per 

Source of Referrals cent 
Self (including publicity) 24 
Alcoholics Anonymous 19 
Wives, other relatives 18 
Courts 9 
Former patients, friends 9 
Physicians 6 
Church 5 
Social agencies 5 
Employers 4 
Other 1 
100 

Number of cases 614 
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Table 3—Marital Status of Patients at 
Admission 


Per 

Marital Status cent 
Married 48 
Divorced 26 
Separated ll 
Single 10 
Widowed 4 
Common-law 1 
100 

Number of cases 614 


Table 4a—Living Conditions of Patients 
at Admission 


Per 

Living Conditions cent 
Alone 38 
With wife and children 29 
With wife 14 
With relatives ll 
With nonrelatives 5 
With children 3 
100 

Number of cases 614 


Table 4b—Living Place of Patients at 


Admission 

Per 
Living Place cent 
Own house 33 
Rented house 6 
Rented apartment 12 
Rented room 40 
Hotel room 5 
Homeless 4 
100 
Number of cases 614 
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Table 5—Educational Status of Patients 
at Admission 


Per 

Education cent 

Elementary school or less 42 
High school or less (but more than 

elementary) 45 
College or less (but more than high 

school) 13 

100 

Number of cases 614 


Table 6—Occupation of Patients at Ad- 


mission 


Per 

Occupation cent 
Laborers 30 
Semiskilled 27 
Skilled 27 
Professional and business 15 
Other 1 
100 

Number of cases 614 


About one out of two patients (45 
per cent) completed elementary school 
and had at least some high school edu- 
cation: less than one-half of 1 per cent 
were illiterate (three persons) (Table 5.) 

Those who are financially more secure, 
and who recognize a need for prolonged 
treatment, generally prefer to go out 
of town and enter a private institution. 


(Table 6.) 


Follow-Up Study 


At the time of the survey (August- 
September, 1958) all contact was lost 
with 129 former patients (21 per cent 
of the total number of 614 persons). 
Out of the remaining 485 patients (79 
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per cent), 45 persons were confined 
(23 to various medical institutions and 
22 to prisons or jails), and 24 persons 
were dead (16 from natural causes and 
eight as a result of a suicide) (Table 7a). 

Reports on 68 per cent of the total 
number of 614 patients (416 patients) 
were studied in detail. 

For the purpose of analysis, the 
entire group of 416 patients was divided 
in two subgroups: those who received 
treatment at the center only once, and 
those who were admitted more than 
once (Table 7b). 

Age and marital status of the entire 
group and of each subgroup are ana- 


Table 7a—Status of Patients at the Time 
of Survey 


Per 

Status of Patients cent 

Followed-up 68 

Contact lost 21 

Confined 7 
Medical institutions 3.6 
Prison or jail 3.4 

Died 4 
Natural causes 2.7 
Suicides 13 
100.0 

Number of cases 614 


Table 7b—Follow-up Patients by Num- 
ber of Admission 


Patients 
Number of Per 
Admissions Number cent 
One admission (Group 
A) 329 79 
More than one admis- 
sion (Group B) 87 21 


Total 416 100 
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lyzed in Tables 8a and 8b. It can be 
seen from the data in Table 8a that 
although the median age is the same 
(41-45 years) for both subgroups, the 
proportion of individuals of that age 
is different for each group, about one 
out of five (19.8 per cent) in Group 


Table 8a-——Percentage Distribution of 416 
Patients by Age at First Admission 


All Group Group 
Patients A B 

Per Per Per 

Age cent cent cent 
21-25 2.9 3.0 1.2 
26-30 5.8 6.4 4.6 
31-35 11.3 11.2 11.5 
36-40 15.4 16.4 115 
41-45 22.8 19.8 34.5 
46-50 15.4 17.3 8.0 
51-55 13.0 12.8 13.8 
56-60 6.7 6.7 6.9 
61-65 4.3 43 4.6 
66-70 1.2 3.4 
71-75 0.7 0.9 — 


100.0 100.0 100.0 


Number of cases 416 329 87 
Median age 41-45 41-45 41-45 
Range 21-73 years 


Table 8b—Marital Status of 416 Patients 
at First Admission 


All Group Group 

Patients A B 

Marital Per Per Per 

Status cent cent cent 
Married 53.0 53 53 
Divorced 23.0 24 20 
Separated 9.5 9 9 
Single 95 10 7 
Widowed 5.0 4 ll 


100.0 100 100 
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Table 9—Length of First Stay of 416 Pa- 


tients 


All Group Group 
Patients A B 

Per Per Per 

Days cent cent cent 
1- 5 8 8 9 
6-10 li 11 12 
11-15 59 59 60 
16-20 16 16 17 
21-25 5 5 2 
26-30 l l 
100 100 100 
Number of cases 416 329 87 

Median length of 


stay 13days 13days 13 days 


A and more than one out of three (34.5 
per cent) in Group B were from 41 
to 45 years old.* 

Data from Table 8b shows that the 
proportion of married men was exactly 
the same in both subgroups. However. 
there were a lesser proportion of single 
and divorced men and a higher propor- 
tion of widowed in Group B, as com- 
pared with the Group A. 

No difference was observed in the 
length of first stay among the patients 
of Groups A and B (Table 9). 

A difference between the two groups. 
A and B, can again be noticed in what 
concerns the improvement of the drink- 
ing status presented in Table 10: 65 
per cent of the Group A, but only 49 
per cent of the Group B showed an 
improvement. 

In interpreting the data from the 
Table 11, it must be taken into con- 
sideration that worsening of economic 
conditions occurred in some cases be- 
cause of unfavorable employment situa- 
tion during the year 1958. 

It can be seen from the data in 
Tables 12a and 12b that at the time 


*This difference is statistically significant. 
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of survey slightly more than three out 
of five former patients (62 per cent) 
were employed (64 per cent of Group 
A and 55 per cent of Group B). 

Forty-one per cent of Group A but 
only 29 per cent of Group B attended 
church services. 

Thirty-one per cent of Group A but 
50 per cent of Group B attended meet- 
ings of Alcoholics Anonymous. 

Only about one out of ten former 
patients attended weekly lectures at the 


Table 10—Drinking Status of 416 Pa- 
tients at Time of Survey* 


All Group Group 
Patients 
Drinking Per Per Per 
Status cent cent cent 


Does not drink or 

drinks much less 62 65 49 
Drinks as much, 

nearly as much, 


or more 38 35 51 

100 

Number of cases 416 329 87 
Data on drinking improvement is based on a 7a 


tluation made by public health nurses or mem- 


of ARC staff 


Table 11—Change in Socioeconomic Con- 
ditions of 416 Patients at Time of 


Survey 
All Group Group 
Patients 4A B 
Socioeconomic Per Per Per 
Conditions cent cent cent 
Improved 37 38 34 
Same 42 42 44 
Worse 19 18 21 
N. Se. 2 l 
100 100 100 


Number of cases 116 329 87 


VOL. 51, NO. 3, A.J.P.H. 


center—these lectures are given at night 
and difficulty of transportation has to 
be considered. 

Only one out of four patients (24 


per cent) continued to take antabuse 


Table 12a—Employment Status, Church 
Attendance and Attendance of AA 
Meetings by Former Patients at the 
Time of Survey 


Per cent er, 
ber of 


Yes No NSS. Total Cases 


Employment 
All patients 62 36 2 100 = 416 
Group A 64 35 1 100 329 
Group B 55 39 6 100 87 
Church 


Attendance 
All patients 39 51 10 100 = 416 
Group A 41 5il 8 100 329 
Group B 29 S52 19 100 87 


Attendance 
AA Meetings 


All patients 35 60 5 100 416 
Group A 31 65 4 100 329 
Group B 50 41 9 100 87 


Table 12b—Intake of Antabuse and At- 
tendance of Weekly Meetings at Center 
by Former Patients at Time of Survey 


Per cent 
2 ber of 


Yes No N.S. Total Cases 


Intake of 
Antabuse 
All patients 24 70 6 100) 416 
Group A 6 100 329 
Group B 18 7 7 100 87 
Attendance of 
Weekly 
Meetings 
All patients ll 83 4 100 416 
Group A 12. 85 3 100 329 
9 


Group B 9 82 
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(slightly less than one out of five pa- 
tients (18 per cent) in the Group B). 

It appears from the analysis of all 
data that members of Group B are 
those who have more difficulties in 
changing their drinking habits. They 
depend more than the nicmbers of Group 
A on outside help of the center and of 
Alcoholics Anonymous. 


Rehabilitation Pays Dividends 


Table A—Cost of Operation of Alco- 
holism Rehabilitation Center 


$60,000 Average yearly cost of total alco- 

holism program including informa- 
tion center, outpatient clinic and 
follow-up program. It is estimated 
that only about two-thirds of this 
represents cost of inpatient care. 

205 Average number of inpatients per 
year. 

$300 Cost per inpatient if total program 
cost is charged to inpatient pro- 
gram. Inpatient cost is probably 
nearer $200 per patient. 


Table B—Cost of Untreated Alcoholism 


$2,500 Estimated loss in wages pur- 
chasing power per alcoholic per 
year. 

600 Estimated average welfare grant per 
year for family of alcoholic for food, 
shelter, medical care. 

300 Estimated average annual cost for 
drunk and disorderly conduct, car 
accidents, food in jail, ete. 

$3,400 Estimated loss to society for each 
alcoholic. This closely compares to 
the $3,100 estimate of the Jackson, 
Mich., study which was determined 
on actual case studies. 


We recognize that this study has 
many weaknesses that could have been 
eliminated had we had more adequate 
personnel, time, and budget. There are 
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Table C—Economic Benefits of Rehabili- 
tation Program 


$3,400 Estimated loss to society per each 

alcoholic per year. 
87 Average number of alcoholics re- 

habilitated per year (62 per cent). 
This does not include any of the 
129 inpatients who were not con- 
tacted in this survey. Undoubtedly 
many of these were helped. It 
also does not include any of the 
alcoholics treated as outpatients 
but not included in this study. 

295.800 Estimated annual savings to society 
by rehabilitation program. 

60,000 Cost of program. 


$235,800 Net economic savings. This is com- 
pounded annually as the alcoholic 
remains sober. This does not in- 
clude human and spiritual values, 
improved mental and emotional 
health, and other intangible 
factors. These should also be con- 
sidered as important plus benefits. 


many questions raised as to the mean- 
ing and significance of the statistical 
data. We wonder, particularly, about 
the failures and the reasons for the 
differences between Group A and Group 
B. These questions need further study. 
It may be that those who failed to re- 
spond were primarily mentally disturbed 
individuals and their use of alcohol was 
secondary. If so, they will need psy- 
chiatric care before they will respond 
to any alcoholism rehabilitation pro- 
gram. We have already concluded that 
work with the homeless man will require 
more intensive treatment and over a 
longer period of time than the alcoholic 
that still has some family or commu- 
nity ties. With our limited staff and 
budget, we have decided to gear our 
program to this latter type of patient. 
This, too, may account for the lack 
of success with some. However, we 
do not consider any alcoholic hopeless. 
We consider each apparent failure a 
challenge for more intense study and 
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work. They must be considered step- 
ping stones to the development of more 
adequate treatment and_ rehabilitation 
methods. 

The following conclusions are hereby 
submitted: First, alcoholism is prevent- 
able and reversible. The chronic alco- 
holic can be rehabilitated; the earlier 
he is brought to grips with his problem 
the better his chances of rehabilitation 
and at a lower cost. However, at almost 
any cost, prevention and rehabilitation 
is a saving to society. 

Second, the needs of alcoholics vary. 
They are ill physically, mentally, spiritu- 
ally, and socially. Therefore, emotional, 
social, educational, spiritual, and en- 
vironmental factors are involved in a 
complete recovery. There is need for 
a “total push” utilizing the various 
skills and efforts of many professional 
disciplines working in concert. 

Third, we agree with the following 
statements of the Research Council on 
Problems of Alcohol*: “As a_ public 
health problem, alcoholism comes within 
the purview of health departments. Ex- 
isting governmental health agencies are 
adequately set up, in the main, to ad- 
minister a program for the assessment 
and care of problem drinkers. It is 
not necessary, therefore, to create in- 
dependent governmental agencies for 
this purpose.” “Custody and care of 
problem drinkers should be transferred 
from police authorities to public health 
agencies which have, or can be given, 
adequate powers, similar to their pres- 
ent quarantine powers. Custody should 
be assured for a sufficient period of 
time to permit of effective treatment 
and rehabilitation.” 

Fourth, alcoholism is a_ significant 
public health problem which can be 
largely controlled through the public 
health approach. As such, every public 


*The Research Council on Problems of 
Alcohol, an Associated Society of the Ameri- 
can Association for the Advancement of 
Science. Principles for Public Action on 
Problem Drinking. A. J. Carlson. (1947), p. 4. 
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health director has a responsibility to 
help his community recognize it as 
such to the extent that they will give 
him adequate authority and personnel 
to develop an effective control program. 


ADDENDUM 


Since the writing of this paper we 
have had another two years of experi- 
ence in rehabilitating alcoholics. Twenty- 
one months of this additional period 
have been in the program described in 
this article. The last three months have 
heen with an outpatient program. 

In the 21 months we have treated an 
additional 151 chronic alcoholics. Fol- 
low-up on these are still under way, 
but indications are that a continuum of 
the percentage used in this article will 
come close to remaining the same. If 
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anything, there should be some im- 
provement in treatment results. 
Beginning July 1, 1960, we closed 
our inpatient facility and are concen- 
trating on an information center and 
an outpatient rehabilitation program. 
The same team approach as used with 
the inpatient program is being con- 
tinued in the outpatient program. If 
hospitalization is necessary for detoxifi- 
cation, or for other emergency reasons, 


the local hospitals are used. After 
emergency treatment the patient is 
placed on outpatient rehabilitation 


therapy. The value of this approach, 
if it proves as successful as our former 
inpatient program, is fts lower cost of 
operation. It will, of course, take at 
least a couple of years’ experience be- 
fore we can properly evaluate its rela- 
tive value. 


Dr. Prothro is public health director, Grand Rapids-Kent County Health 


Departments, Grand Rapids, Mich. 


This paper was presented before a Joint Session of the Health Officers and 
Mental Health Sections of the American Public Health Association at the 
Eighty-Sixth Annual Meeting in St. Louis, Mo., October 30, 1958. (An adden- 
dum has been added to bring it up to date.) 


Eleven Disciplines Pool Thought on Alcoholism 


A report prepared by the Division of Alcoholic Rehabilitation in the California 


State Health Department has been published as “Multidisciplinary Planning in 
Alcoholism Investigation.” This is the proceedings of a conference held in June, 1960, 
which brought together many of the principal investigators in California who are 
conducting research in alcoholism. Its primary purpose was to give the researchers 
an opportunity to “think,” to identify areas which need further research, and to 
suggest ways in which this research could be done on an interdisciplinary basis. 

Conference participants were formed into three multidisciplinary groups. The 
following disciplines were represented in each group: anthropology, biochemistry. 
education, psychology (clinical and social), physiology, pharmacology, psychiatry. 
sociology, mathematics, and research administration. Each group was asked to 
discuss and, if possible, develop plans for multidisciplinary research on problems of 
alcoholism. 

Information on availability of the proceedings from the Division of Alcoholic 
Rehabilitation, California State Department of Public Health, 2151 Berkeley Way, 
Berkeley 4. 
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EDITORIALS 


The New Surgeon General of the 
Public Health Service 


| ine JouRNAL takes this opportunity to 
extend congratulations and best wishes 
to Dr. Luther L. Terry, the new Surgeon 
General of the Public Health Service. He 
brings to his post a background of ex- 
perience quite different from that of his 
immediate predecessors, as he is most 
prominently known for his clinical and 
laboratory research on cardiovascular 
disorders, particularly hypertension. Dr. 
Terry joined the Public Health Service 
in 1942 at the Marine Hospital in Balti- 
more, where he became chief of the 
medical service, and ten years later 
moved to the National Heart Institute, 
where he later became assistant director. 
In the light of the Surgeon General’s 
background and activities, we look for- 
ward with interest to future develop- 
ments in the work of the Service. 


Safety and Pollution on the 
Waterways 


yee is fun. It is a healthful in- 
vigorating sport. Indeed, there are 
few pleasures to compare in sheer de- 
light with an afternoon on a sparkling 
body of water under a clear blue sky. 
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Yet like all pleasures, this one has not 
remained unalloyed. As more people 
acquire the means to venture on the 
water and the desire to do so, the likeli- 
hood is that the unpleasant aspects will 
become more prominent unless action is 
taken to correct the situation. These 
comments are prompted by the recent 
remarks of Mr. Robert Moses to the 
National Association of Engine and Boat 
Manufacturers." 

There is no doubt that pleasure boat- 
ing is developing very rapidly. Accord- 
ing to Mr. Moses there were 2.800,000 
powered pleasure craft on the nation’s 
waterways in 1950. At the beginning of 
this year 6,500,000 reported. 
Whether the figures are completely accu- 
rate or not, there is no doubt about the 
direction of the trend or the rate of 
growth. By 1970 there are likely to be 
10 million craft. With this growth, prob- 
lems have appeared. Chief among these 
from the health aspect are accidents and 
water pollution. 

Indeed, there is a very real problem of 
safety on our waterways. Speeding and 
reckless driving of power craft must be 
curbed just as we do with automobiles 
and motorcycles. Carefully prepared 
state and municipal regulations applied 
strictly would undoubtedly help greatly. 
In 1959, there were 385 reported boating 
accidents with 64 deaths in New York 


were 
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State. As Mr. Moses points out “These 
fatalities are bound to increase and there 
will before long be an outcry for ade- 
quate regulations and individual licens- 
ing. . . . In New York State a person 
ten years of age, if accompanied by a 
person over the age of fourteen, may 
operate high-powered boats of all kinds.” 
Would we do this with an automobile? 

In addition, these craft discharge litter 
and untreated sewage into the waters, 
and they add materially to the pollution 
of hays, harbors, and beaches, Fishing 
areas and bathing beaches require pro- 
tection against such pollution. One ap- 
proach is to require such craft to be 
equipped with compact but effective sani- 
tary toilets. There is no doubt that bet- 
ter rules governing the discharge of 
garbage and untreated sewage from 
hoats is long overdue. 

Here is a situation in which a problem 
can be dealt with in its earliest stages. 
Must we wait until it forces itself upon 
us in full-blown form? 


1. Policing the Waterways. Remarks of Robert 
Moses at the Annual Dinner of the Na- 
tional Association of Engine and Boat 
Manufacturers, Astor Hotel, New York 
City, January 13, 1961. 


Science and Practice 


or 15 years the Albert and Mary Las- 

ker Foundation Awards have been a 
bridge between new health science and 
day-to-day public health practice. Be- 
sides becoming a highlight of our An- 
nual Meeting, they have been a periodic 
reminder of the vitality and ever- 
growing body of knowledge we have 
available to be put to work in the in- 
terest of a healthier mankind. 

During the decade and a half since 
1946 nearly every major break-through 
in medical science, as well as most of 
the major innovations in administrative 
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medicine have been singled out for 
honor and the recognition of their peers. 

Development of weapons making pos- 
sible the conquest of tuberculosis and 
syphilis were so recognized; and new 
social movements like Alcoholics Anony- 
mous and the Health Insurance Plan 
were honored, as were basic biologic 
discoveries in biochemistry and genetics 
which will ultimately have more practi- 
cal impact on people’s health than all 
the rest. 

Perhaps no other generation will ever 
see so magnificent a group of individual 
special award winners in the public 
health field. C.-E. A. Winslow, Haven 
Emerson, Thomas Parran, Alan Gregg. 
and Abel Wolman are of giant stature. 
The breadth and depth of health inter- 
ests included among award winners is 
truly as wide and deep as the factors 
that determine health itself: epidemi- 
ology, cancer detection, dental health, 
rehabilitation, political service, psychia- 
try, heart surgery—the list seems end- 
less. But only the best, the most deserv- 
ing, in each category has been signally 
honored. 

So discerning have been APHA’s Las- 
ker Committees that 11 award winners 
later received Nobel Prizes. And, more 
significant, all have continued making 
important contributions long after re- 
ceiving their Lasker Award. 

It is with regret that we note the pass- 
ing of what was fast becoming a tradi- 
tion. The Foundation has decided to 
seek a way in which these various con- 
tributions can “be dramatized more 
fully.” To Mrs. Mary Lasker, charming 
lady and patroness of the health sciences, 
we say “Thank You” for a long and 
mutually rewarding association. 

Work of excellence in the health sci- 
ences will go on and young men now 
unknown will be tomorrow’s giants in 
our field. The American Public Health 
Association will continue to seek them 
out and see that recognition is afforded 
hoth the scientist and the practitioner. 
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COMMITTEE ON EVALUATION AND STANDARDS 


|" HAS BEEN the avowed purpose of my 
predecessors to keep these reports to 
short statements of important matters. 
This practice is one in which I am 
wholeheartedly in accord—from both 
humanitarian and practical considera- 
tions. But as I think about the affairs 
of the Committee on Evaluation and 
Standards and all that has transpired 
during this past year, my first as chair- 
man, the task of boiling this report into 
a thumbnail sketch looms as an impos- 
sible task. There are 13 major commit- 
tees serving under Evaluation and 
Standards. On these committees are 
131 active individual participants. It 
is impossible to compress the contribu- 
tions of such a group into a small com- 
pass. This report is designed to inform 
you as briefly as possible of the think- 
ing, the problems, and the accomplish- 
ments of this, one of your oldest Stand- 
ing Committees. 

The committee has given 
thought to the matter of organization. 
This in part springs from the fact that 
the objectives of the committee came in 
for thorough consideration following the 
transformation of the Committee on Re- 
search and Standards to the present 
committee and the change in the charge 
given to the committee. Organization 
and methods of administration are gen- 
eral matters of growth, changes being 
made from year to year as new activi- 
ties are undertaken, some committees 
added and others dropped, and as al- 
ternatives seem to hold better promise 
for efficient action. 

The chairman of the committee has 
frequently felt the need for consultation 
with a group that would be more easily 
convened than could be the entire com- 
mittee. It became apparent that a small 
committee could be effective in maintain- 
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ing a constant study of the activities of 
the various subcommittees. Accord- 
ingly, a Committee on Scope has been 
organized with two major responsibili- 
ties. One is to act as an executive com- 
mittee for the over-all body. The other 
is to review the work of the subcommit- 
tees with the idea of identifying ways by 
which more efficient operation and 
better communication can be obtained. 

One of the first specific charges to the 
Committee on Scope has been that of 
developing a definite charge for each of 
the subcommittees. All too often com- 
mittees have operated without a definite 
understanding on the part of the parent 
committee as well as the subcommittee 
of what the objectives of the subcommit- 
tee are. At times, with the _ initial 
formation of a subcommittee the mem- 
bers may be well enough acquainted 
with the reasons for organization so that 
no special statement is needed to guide 
action. However, as new members are 
appointed knowledge of the original pur- 
pose for organization may become di- 
luted. In addition, a committee may 
change its objectives and goals. The 
committee structure of the Association 
is now so complicated that it is desir- 
able to have simple statements outlining 
the charge of each committee so that the 
statements can be distributed to other 
committees of the Association and to the 
various Sections. Better communication 
should result in less duplication of effort 
and greater realization on the part of 
more people of the functions that are 
under way. The Committee on Scope is 
developing with each subcommittee a 
statement on charge. These will be con- 
sidered by Evaluation and Standards, ap- 
proved, modified, or revised so that 
everyone can know what is expected 
from each subcommittee. Copies of the 
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charges will be made available to the 
Technical Development Board and to all 
Sections. No new committee will be 
appointed until a definite charge has 
heen prepared for its guidance and di- 
rection. 

Another important matter of organi- 
zation relates to administration. There 
is a strong tendency for each committee 
that has worked on the preparation of a 
manuscript for publication by the As- 
sociation to feel that immediate publica- 
tion is mandatory. This, coupled with 
the infrequent meetings of this commit- 
tee and the Coordinating Committee on 
Laboratory Methods, is conducive to 
corner-cutting on review of manuscripts. 
We believe that every manuscript that 
has passed through this committee has 
heen adequately reviewed for accuracy 
but the tendency to short-circuit review 
has served as a red flag. At its last 
meeting the committee established some 
rigid rules to govern the processing of 
any manuscript that may be presented 
for publication as an Association report 
or as a report of the committee. The 
first calls for more active participation 
hy Evaluation and Standards in the ap- 
pointment of committees to assure rep- 
resentation of all Association interests. 
The tendency in the past has been to ac- 
cept the recommendations of the sub- 
committee chairman. All too often 
these reflect a desire to have persons 
highly competent in the narrow field of 
the proposed report, possibly resulting 
in inadequate coverage of more general 
interests of the Association. A_ fully 
representative committee should result in 
a more thorough review of each manu- 
script. In the case of laboratory 
volumes, at least one member of the Co- 
ordinating Committee on Laboratory 
Methods will study the entire volume as 
a further safeguard to assure a broad 
review. 

We have assumed that the using audi- 
ence would call attention to deficiencies 
in any volumes prepared through 
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Evaluation and Standards. There is 
some question about the accuracy of this 
and so another routine has been estab- 
lished. Prior to action by a revising 
committee a special committee will be 
appointed with the charge to review the 
current edition and make recommenda- 
tions for basic changes in the nature of 
the report. These would probably not 
deat with the technical content. They 
might call for shorter coverage of some 
parts or consideration in greater de- 
tail of others. The special committee 
might also make recommendations as to 
format if a more useful volume could 
be obtained. It would look particularly 
for any discrepancies with other Associa- 
tion reports or with general philosophy. 
The final recommendations, approved by 
the Committee on Evaluation and Stand- 
ards, will then become part of the charge 
to the revising group. 

The committee has also approved 
further recomm dations of the Co- 
ordinating Cominittee as they relate to 
laboratory methods volumes. Several of 
the volumes now include methods that 
are useful to many laboratories but that 
may not have significance public-health- 
So that public health laboratory 
directors may be guided as to which 
procedures should be undertaken for 
public health control and which may be 
of value only as plant operational con- 
trol or for other reasons, future labora- 
tory methods volumes will carry nota- 
tions as to the public health significance 
of each method. 


w ise. 


Committee Activities 


No report of this committee would 
be complete if some acknowledgment 
were not made of the contributions 
made by the various subcommittees. 
There are seven committees that func- 
tion directly under Evaluation and 
Standards. These and the chairmen are: 


Coordinating Committee on Laboratory 
Methods—Howard L. Bodily, Ph.D. 
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Subcommittee on Communicable Disease Con- 
trol—John E. Gordon, M.D. 

Subcommittee on Control of Nutritional 
Diseases—William H. Sebrell, Jr., M.D. 
Subcommittee on Health Aspects of Air 

Pollution—L. D. Zeidberg, M.D. 
Subcommittee on Standards for Multiphasic 
Screening and Periodic Health Examina- 
tions—Frank W. Reynolds, M.D. 
Subcommittee on Scope—Robert F. Korns, 
M.D. 
Subcommittee on Care of Cases of Com- 
municable Diseases in General Hospitals 


Franklin H. Top, M.D. 


The Coordinating Committee has five 
subcommittees whose chairmen are: 
Subcommittee on Diagnostic Procedures and 

Reagents—Albert H. Harris, M.D. and 

Marion B. Coleman 
Subcommittee on Laboratory Examination of 

Shellfish—Cornelius B. Kelly 
Subcommittee on Laboratory Methods for De- 

termining Nutritional Status—William N. 

Darby, M.D. 

Subcommittee on Standard Methods for the 
Examination of Dairy Products—Luther A. 
Black, Ph.D. 

Subcommittee on Standard Methods for the 
Examination of Water and Sewage—F. Well- 
ington Gilcreas 


Little more need be said about the 
Subcommittee on Communicable Disease 
Control than to announce the publica- 
tion of the 9th Edition of its classic, 
“The Control of Communicable Diseases 
in Man.” Prepublication orders for 
50,000 copies from 42. state health 
departments and other agencies were 
received. It has been particularly grati- 
fying to have received a list of 28 
journals and periodicals to which the 
British Ministry of Health sent review 
copies announcing the availability of the 
volume through the Ministry and urging 
procurement of the new edition. Permis- 
sion to translate has already been granted 
to the Pan American Sanitary Bureau 
for Spanish and Portuguese. Permis- 
sion has also been granted to others for 
publication in Japanese and in Turkish. 
The international usage of this report 
should be enhanced with the new edition 
because of the inclusion of discussion of 
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several diseases of world-wide impor- 
tance. 

Occasions arise when the Association 
may be asked to voice an opinion about 
matters related to communicable disease 
control. Inquiries are received which 
cannot be answered by the Association 
staff. The subcommittee has agreed to 
serve on a continuing basis as a general 
consultant, augmenting the advice and 
viewpoints of the Epidemiology Section. 

For many years Haven Emerson, first 
chairman of the Subcommittee on Com- 
municable Disease Control, urged the 
preparation of a volume dealing with 
the prevention and control of “nutri- 
tional diseases.” He visualized a publi- 
cation that would be a companion one 
to “The Control of Communicable 
Diseases in Man.” The Subcommittee 
on Control of Nutritional Diseases was 
organized several years ago. It is 
pleasant to be able to announce the pub- 
lication of Dr. Emerson’s companion 
volume, “The Control of Malnutrition 
in Man.” This has not been published 
as an official Association document, but 
rather as one authorized by the Commit- 
tee on Evaluation and Standards. It is 
too early to determine its acceptance, 
but our predictions are that it will fill a 
role comparable to that of the one on 
communicable diseases. Since malnutri- 
tion is of great importance to developing 
countries, this document should be par- 
ticularly valuable to them. 

The Subcommittee on Health Aspects 
of Air Pollution has truly had a bull by 
the tail. Many air pollution control 
programs have been developed on the 
assumption that there is some relation- 
ship between general atmospheric pollu- 
tion and morbidity. This committee has 
heen trying to determine just what the 
relationship may be. The first project, 
performed in collaboration with the Uni- 
versity of Cincinnati School of Medicine, 
was the preparation of an annotated 
hibliography covering publications in the 
field of air pollution and disease inci- 
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dence. For the past year the subcom- 
mittee has been developing “Local 
Officials’ Guide to Air Pollution Con- 
trol.” When completed it should provide 
a valuable document for the guidance of 
local public health administrators. Our 
plan is to make it available as a sub- 
committee report authorized for distribu- 
tion by the Committee on Evaluation and 
Standards. 

The subcommittee has also invited 
several national -encies to make the 
occasion of the Annual Meeting a means 
for getting representatives together to 
discuss programs of research that are 
now going on and that are supported by 
the various agencies, in the hope that 
some understanding can be reached 
among the agencies that will lead to 
more thorough coverage of problems re- 
lated to air pollution and morbidity and 
mortality related to diseases of the chest, 
and that may also permit more efficient 
use of research moneys in this area of 
endeavor. 

A future activity of the committee 
will include a study of evidence that 
might make possible some statements on 
the maximum concentration of certain 
air pollutants that might be acceptable 
in good public health practice. 

One of the new subcommittees is that 
on Standards for Multiphasic Screening 
and Periodic Health Examinations. You 
will recognize the importance of the area 
assigned to this committee and at the 
same time appreciate the complicated 
nature of the problems involved. The 
subcommittee is commencing its activi- 
ties by giving consideration to multiple 
Various screening 
procedures are being studied, giving 
special attention to their comparative 
sensitivities, specifications, yield, ease of 
performance, time required to perform. 
and cost involved. Draft of a statement 
on multiple screening standards is now 
under study by the subcommittee with a 
revised draft anticipated for considera- 
tion here at San Francisco. 


screening programs. 
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The Coordinating Committee on Lab- 
oratory Methods, with its galaxy of sub- 
committees, deserves a separate report 
all its own. However, since neither “The 
Control of Communicable Diseases in 
Man” nor “The Control of Malnutrition 
in Man” carry any recommendations on 
ways to prevent the spread of “reporti- 
tis,” only a much abbreviated account 
of its activities will be given. 

Two committees, the Subcommittee on 
Standard Methods for the Examination 
of Dairy Products and the Subcommittee 
on Standard Methods for the Examina- 
tion of Water and Sewage, are carrying 
new scalps on their belts with the publi- 
cations of the Eleventh Edition of their 
respective laboratory masterpieces: 
“Standard Methods for the Examination 
of Dairy Products” and “Standard 
Methods for the Examination of Water 
and Wastewater.” The former is al- 
ready being translated into Spanish by 
the Pan American Sanitary Bureau. As 
in the past, the dairy products manual is 
our own production, except for the 
chapter on chemical methods which is 
reproduced from the Manual of the 
Association of Official Agricultural 
Chemists. This year marks the 50th 
anniversary of the first publication of 
the report. The water volume, which 
bears a new title with this edition, con- 
tinues to be the joint product of the 
American Water Works Association, the 
Water Pollution Control Federation 
(another new title), and this Associa- 
tion. The careful preparation of these 
volumes should make them truly the 
“right hand” of laboratory workers. 

The public health supervision of shell- 
fish production, like many other public 
health activities, becomes more compli- 
cated with the growing complication of 
the technology of the industry and also 
with the growing knowledge of toxicity 
of some shellfish under certain cultural 
conditions. The desire of the Subcom- 
mittee on Laboratory Examination of 
Shellfish to have its manual, “Recom- 
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mended Procedures for the Bacteriologi- 
cal Examination of Seawater and 
Shellfish,” contain a maximum of au- 
thoritative guidance caused the com- 
mittee to delay completion of the report 
for more than a year to permit inclusion 
of valuable information. We are happy 
to advise you that the report has now 
been completed and will be considered 
by both the Coordinating Committee on 
Laboratory Methods and the Committee 
on Evaluation and Standards. The plan 
is to publish it as a committee report 
and so we will not ask for your authority 
to publish this as an official Association 
document. 

With high hopes we report our expec- 
tation of receiving a complete manu- 
script for the revision of the Third 
Edition of “Diagnostic Procedures and 
Reagents.” Preparation of the Fourth 
Edition has fallen afoul of numerous de- 
lays. The Annual Meeting should mark 
triumph over these delays. This volume 
will also be published on the authority 
of Evaluation and Standards. The Third 
Edition has been out of print for several 
months and so publication of the new 
edition, sometime in 1961, will be a wel- 
come occasion to many public health and 
hospital laboratories. 

The Subcommittee on Diagnostic 
Procedures for Virus and Rickettsial 
Diseases has been in an inactive stage 
since publication of the Second Edition 
of “Diagnostic Procedures for Virus and 
Rickettsial Diseases.” The Coordinating 
Committee is now giving active consid- 
eration to the need for a revision. If the 
decision is to proceed promptly with 
preparation of a new edition a new com- 
mittee will be organized with a new 
manuscript looked for in about two 
years. The new volume would be avail- 
able in about three years. 

Likewise, the Subcommittee on Meth- 
ods for the Microbiological Examina- 
tion of Foods was discharged with 
publication of “Recommended Methods 
for the Microbiological Examination of 
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Foods.” 
reactivate a committee so that necessary 
steps can be taken to gather together in- 
formation on new or improved methods 


Plans are now being made to 


and to stimulate research into new pro- 
cedures. If any member of the Govern- 
ing Council can suggest a Fellow who 
would serve as a good chairman of this 
committee we would appreciate receiv: 
ing his name. 

The Coordinating Committee has not 
spent all of its time reviewing new 
manuscripts. Earlier, we spoke of some 
new policies with regard to the process- 
ing of new manuscripts, reviewing of 
volumes prior to commencing revisions, 
and designating laboratory methods as to 
their public health significance. All 
these developments stem from CCLM. It 
will continue to study ways of providing 
more authoritative and usable documents 
to shorter periods of time. It also will 
continue in its role of coordinator and 
stimulator of the preparation of needed 
laboratory methods. 


By These Works Ye Shall Know Us 


Qur reporting on the activities of in- 
dividual committees has mentioned pub- 
lication of certain new volumes. These 
manuals are so important to the public 
health practitioner and they bear so im- 
portantly on the prestige of the Associa- 
tion that the story of new publications 
is summarized here: 


Control of Malnutrition in Man, a first edition 
Publication authorized by the Commit 
tee on Evaluation and Standards. 

Control of Communicable Diseases in Man, 
Ninth Edition—Already being translated 
into Japanese, Portuguese, Spanish, and 
Turkish. An official Association document. 

Standard Methods for the Examination of 
Dairy Products, Eleventh Edition—Transla 
tion into Spanish now under way. An 
official Association publication. 

Standard Methods for the Examination of 
Water and Wastewater, Eleventh Edition— 
Published jointly with the American Water 
Works Association and the Water Pollution 
Control Federation. An official Association 
publication. 
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This marks the 50th Anniversary of 
the original publication of Standard 
Methods of Bacterial Milk Analysis. 

Two other manuals are anticipated for 
publication in 1961: 

Diagnostic Procedures and Reagents, Fourth 

Edition. 

Recommended Procedures for the Bacteriologi- 
cal Examination of Seawater and Shellfish. 

Third Edition. 


And in Addition Thereto 


The committee has become ,involved 
in several special studies. The first has 
to do with the preparation of a manual 
of methods on the laboratory examina- 
tion of air. Following considerable 
discussion of the project by both the 
Coordinating Committee and Evaluation 
and Standards a special referee was ap- 
pointed to study the status of manuals on 
the subject. The Committee on Evalua- 
tion and Standards knew that several 
other organizations were interested, and 
asked Leonard Greenburg, M.D., to 
serve as referee. He reported back at 
the 1959 Annual Meeting, listing the 
organizations already active in the 
preparation of manuals and suggested 
that instead of the APHA developing a 
manual of its own, a more useful pur- 
pose could be served by stimulating the 
combination of efforts into the produc- 
tion of one volume. Accordingly, a con- 
ference of interested organizations was 
held in New Orleans early this year. The 
UL. S. Public Health Service acted as 
joint sponsor of the meeting and pro- 
vided valuable physical assistance. 
Twelve organizations were represented. 
Agreement was reached as to the de- 
sirability of a jointly prepared manual 
but evidence was shown of the desire 
of several organizations to continue their 
work. An ad hoc committee was 
authorized to prepare a proposal for the 
development of a manual, such proposal 
to be submitted to any interested organi- 
zation to determine the feasibility of a 
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joint action. The committee has been 
formed under the chairmanship of Dr. 
Greenburg. The proposed procedure is 
now in the hands of the several organi- 
zations for study. The replies will indi- 
cate whether or not a jointly prepared 
manual can be anticipated. 

Standards for nursing homes has occu- 
pied the attention of the committee on 
at least two occasions. The growing im- 
portance of these relatively new facilities 
is evident on many fronts. The problems 
involved in developing any standards be- 
came obvious early in our discussion. As 
an example it can be stated that a large 
committee under other auspices has been 
unable, after months of study, to agree 
on a definition of a nursing home. This 
same uncertainty permeated our discus- 
sions to the point that we were unable to 
determine just how far the responsibility 
of the Committee on Evaluation and 
Standards extended and where the in- 
térests of other committees became para- 
mount. Accordingly, we referred the 
subject to the Executive Board asking 
for clarification. The Board in turn 
recognized the complicated nature of 
public health interests in nursing homes 
and referred the subject back to us with 
the request that we prepare a statement 
that would outline the involvement of 
public health in nursing homes. We are 
not asked to prepare any recommenda- 
tions or develop any standards and we 
do not intend to at this stage of study. 
However, we shall at this Annual Meet- 
ing appoint a committee and charge it 
with the preparation of a comprehensive 
statement on public health and nursing 
homes, outlining points where public 
health interests become involved in the 
operation of nursing homes, pointing out 
some of the problems and some of the 
hazards of uncontrolled nursing homes, 
and outlining some of the aspects for 
which strong public health statements of 
practice and of standards are called for. 

We have already told you about our 
method of developing new areas of in- 
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volvement for the committee. Some 
dozen new topics have been studied by 
referees of the committee and recom- 
mendations made for active follow-up, 
reference of the topic to some other com- 
mittee of the Association, or discarding 
of the subject as not being in need of 
attention at this time. During our meet- 
ing in April four more topics were as- 
signed for exploratory study. These are: 
Medical care as given by governmental 
agencies such as welfare departments. Dr. 
Davens has been asked to explore this 
topic. 
Administering booster shots of vaccine. Dr. 
Domke is studying. 
Professional education in public health. Dr. 
Cohart is the referee. 
Conduct of clinical field cooperative trials. 
Dr. Ciocco, a new member of the commit- 
tee, has agreed to analyze this subject. 


The above are mentioned for specific 
information and also to demonstrate the 
breadth of interests of your Committee 
on Evaluation and Standards. 


Bouquets 


The committee views with particular 
gratification the encouraging work that 
is being done by the Program Area 
Committee on Environmental Health in 
the area of housing and health. This 
subject was wrestled with by Evaluation 
and Standards for several years without 
coming to very productive action. On 
its suggestion, the responsibility for the 


old Subcommittee on the Hygiene of 
Housing was transferred to the PAC on 
Environmental Health. The energy and 
effectiveness of that committee in reviv- 
ing Association activity in the housing 
field is commended. 

Likewise, the committee expresses 
gratification at the acceptance by the 
PAC on Chronic Disease and Rehabilita- 
tion of responsibility to prepare a guide 
for public health interests in the control 
of alcoholism. This subject is another 
that has had lengthy discussion in our 
committee meetings. We wish the 
PAC success and will be glad to drink 
to its health upon completion of a defini- 
tive report. 

You have been very patient if you 
have read the report to this point. It 
has been a thrilling and nerve-racking 
experience, this first year as chairman of 
the Committee on Evaluation and Stand- 
ards. One's toes get pretty tired trying 
to keep up with the committee members. 
It is to these hard-working and imagina- 
tive members that your thanks should go 
for all the good work that has been done 
by this committee. Mine go to them 
wholeheartedly. 

I close this report acknowledging that 
a very large bouquet goes to our able 
and energetic secretary, Francis B. 
Elder, for his excellent work with this 
committee. 

Tueopore J. Baver, M.D. 


Chairman 


Dr. Bauer is chief, Bureau of State Services, U. S. Public Health Service, 


Washington, D. C. 


Report of the chairman of the Committee on Evaluation and Standards to 
the Governing Council at the Eighty-Eighth Annual Meeting of the American 
Public Health Association in San Francisco, Calif., October 30, 1960. 
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COMMITTEE ON PROFESSIONAL EDUCATION 


URING this year, the Committee on 

Professional Education has moved 
forward in several areas. Among them 
are: consolidation of experimental proj- 
ects; study and reevaluation of long- 
range activities; and research in methods 
of improving services. This report is 
divided into the three segments just 
mentioned, with a description of routine 
programs falling into all of them. 


Experimental Projects 


Although, for many years, the APHA 
had collected information annually from 
the schools of public health, the data 
had reference in great measure to the 
accreditation of the schools. Some facts 
regarding graduates and degrees granted 
were published as a regular feature of 
the CPE’s report. Two years ago, this 
collection of data was expanded to in- 
clude: (a) facts about the schools (such 
as administration, physical premises, 
budget. curricula, ete.); and (b) indi- 
vidual cards on both faculty and stu- 
dents. Compilation was made on a trial 
basis for the year 1958-1959, but certain 
improvements in the collection of data 
and methods of tabulation and presenta- 
tion were subsequently instituted. The 
use of the IBM system in processing ap- 
proximately 1,500 faculty cards and 
2.000 student cards has facilitated this 
work, and a comprehensive summary for 
the year 1959-1960 has been prepared 
for publication. It is expected that the 
annual publication of this kind of sum- 
mary will be possible with, of course, 
continuing improvements in collection, 
tabulation, and presentation of results. 

In the accreditation process, an ex- 
periment was inaugurated a year ago in 
constituting the accreditation team and 
in shifting the emphasis during the visit. 
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The team is now made up of three 
persons: the consultant to CPE; a prac- 
ticing health officer, state or local; and 
the CPE staff member. The orientation 
toward “consultation” and away from 
“inspection” has evoked favorable com- 
ments from the schools, as discussions 
between faculty members and _ visitors 
often helped to clarify one or another 
issue. One of the most valuable aspects 
of this kind of interchange has been 
the opportunity for a “field” or “prac- 
tical” viewpoint to be brought to the 
academic world and vice versa. 


Long-Range and Continuing Activities 


The Advisory Committee to the Pro- 
fessional Examination Service, under the 
chairmanship of Dr. George James, con- 
tinues to guide the Professional Ex- 
amination Service to new areas of use- 
fulness. It now has contracts with the 
Public Health Service, about 40 state 
and local civil service commissions and 
health departments, 48 state licensing 
boards, ten national certifying agencies 
and professional organizations, and 30 
schools offering professional training, 
a diversification that widens its base of 
financial support and enlarges its in- 
fluence. The Office of Vocational Re- 
habilitation renewed its grant for the 
year March 1, 1960, to April 30, 1961. 

The number of people who will this 
year be licensed, employed, qualified for 
membership in professional organiza- 
tions, certified as specialists (or who 
will not be)—as a result of performance 
on a written test developed by the 
Professional Examination Service—will 
come to over 20,000. In order to match 
examinations to the constantly changing 
and expanding pattern of positions in 
public health, one new examination will 
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be constructed, on the average, every 
three days this year, and over 2,000 new 
questions will be developed. Participat- 
ing in this activity, in addition to the 35 
full-time staff members of the Profes- 
sional Examination Service and its 22 
part-time consultants, will be hundreds 
of professional people recruited from all 
parts of the country, all levels of posi- 
tion, and all shades of professional 
opinion who will write and review ques- 
tions and who constitute the most vital 
resource of the Professional Examina- 
tion Service. How these people are 
found, how they are inspired to partici- 
pate, how the value of this participation 
can be assured are specific problems to 
which the Professional Examination 
Service constantly addresses itself in its 
effort to develop questions that measure 
professional competency and that are 
predictive of the quality of professional 
performance. 

A consultant in research has been em- 
ployed on a part-time basis and several 
projects have been initiated. For ex- 
ample, in cooperation with the Division 
of Personnel of the Public Health Serv- 
ice, a research plan has been set up to 
design and develop an objective test 
that is suitable for evaluating the quality 
of professional medical personnel in 
terms of performance criteria to be de- 
veloped as a part of the research, and 
that will be useful in prediction of pro- 
fessional competency in internship and 
residency programs. The Pan Ameri- 
can Health Organization has initiated in 
exploration of the use of objective tests 
in the selection of Fellows in its training 
programs avd as a mechanism for rais- 
ing standards of professional competence 
in mental health activities, including 
hospitals, in Latin America. These pro- 
grams will be greatly facilitated by a 
new IBM electronic data-processing in- 
stallation. 

The APHA has joined with the As- 
sociation of Schools of Public Health 
and the Association of State and Terri- 
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torial Health Officers in a Joint Commit- 
tee for the Study of Graduate Education 


in Public Health. The Committee on 
Professional Education is represented on 
this Joint Committee, which is now in 
process of receiving federal grants for 
a pilot study. This stage is expected to 
take two years. 

The Committee on Professional Educa- 
tion is currently studying its criteria and 
standards for accreditation. It is con- 
sidering a shift of base to accreditation 
of institutions rather than of curricula. 
The current practice has of necessity in- 
cluded a consideration of all the teach- 
ing (and other) activities of an_ insti- 
tution, including its administration and 
budget. A separation into factors re- 
ferable to M.P.H., for example, is 
virtually impossible, so that the revision 
of criteria is only realistic. Along with 
criteria and standards will come a con- 
sideration of the real meaning of the 
several degrees in public health. This 
study will be referred to the schools of 
public health so that consultation and 
further progress may be planned jointly. 

The School of Public Health of the 
University of California at Los Angeles 
applied for accreditation this year, and 
a visit was made recently for this 
purpose. The report of the Visiting 
Team was considered at the meeting 
of CPE on October 29, 1960, and ac- 
creditation was recommended to the Ex- 
ecutive Board. The latter took positive 
action on this recommendation the next 
day. 

The operating methods of subcom- 
mittees on educational qualifications 
were studied and revised. A timetable 
for subcommittee meetings and prepara- 
tion of reports was drawn up and co- 
ordinated with meetings of the Commit- 
tee on Professional Education and of 
the Governing Council. Five subcom- 
mittees are now active (public health 
nurses, hospital licensing personnel, nu- 
tritionists, social workers, statisticians), 
and it is expected that three or four re- 
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ports will be presented to CPE in the 
spring of 1961, and to the Governing 
Council a year from now. Several addi- 
tional subcommittees to deal with other 
categories are now being appointed. 


Research in Methods of 
Improving Services 


The extent to which CPE should en- 
gage in postgraduate or continuation 
education is still being considered. The 
need for refresher work for public 
health personnel is universally acknowl- 
edged, but the methods by which it may 
be achieved are not yet clear. The 
Committee on Professional Education 
has cooperated in several experiments 
and expects to participate in others in 
the next year or two in an attempt to 
provide a basis for long-range compre- 
hensive efforts. 

The Committee on Professional Edu- 
cation has begun to study the training 
of nurses for public health work in an 
attempt to understand the relationship 
of the “demand” for such personnel and 
the available “supply.” The question 
of “baccalaureate education including 
public health” in comparison to the 
“diploma course plus a year of public 
health training” is a present-day issue 
to which the committee has addressed 
itself. The following recommendation 


COMMITTEE ON PROFESSIONAL EDUCATION 


was made by CPE to the Governing 
Council (and accepted by it) on October 
30, 1960: 

“The Committee on Professional Edu- 
cation recognizes the continuing efforts 
of the National League for Nursing to 
improve nursing education, including 
preparation for public health nursing, 
and endorses these efforts in principle. 

“The tremendous shortage of staff 
level public health nurses, however, 
clearly indicates that until sufficient 
numbers of graduates from accredited 
baccalaureate programs are available, 
the nurse graduates of a diploma pro- 
gram—with specific amounts of uni- 
versity education of the types now 
available to official and _ voluntary 
agencies—will continue to fill a real 
need as staff nurses. 

“It is desirable that universities ac- 
credited for public health nursing by the 
NLN experiment with various ways of 
providing educational opportunities for 
diploma graduates, which will not only 
provide the minimum of additional edu- 
cation—currently necessary in some 
states to employment as staff nurses— 
but which will also further the national 
movement toward acceptance of bac- 
calaureate nursing education as a pre- 
requisite for public health nursing.” 

Tuomas Parran, M.D. 
Chairman 


Dr. Parran is director of the Avalon Foundation, New York, N. Y. 

Report of the Chairman of the Committee on Professional Education to the 
Governing Council at the Eighty-eighth Annual Meeting of the American 
Public Health Association in San Francisco, Calif., October 30, 1960. 
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COMMITTEE ON PUBLIC POLICY AND LEGISLATION 


ACTIVITIES of your committee dur- 
ing the past year were confined 
primarily to two areas. The first was 
the promotion of American Public 
Health Association policies as they ap- 
plied to federal legislation being con- 
sidered by the 86th Congress, Second 
Session; the second consisted of classify- 
ing, with the help of the Washington 
office director, public policy positions 
which the APHA had assumed through 


resolutions adopted in past years. 


Promotion of APHA Policies 


The objective which demanded the 
greatest amount of energy was the 
passage of H.R. 6871 and obtaining ap- 
propriations authorized, making possible 
the continuation of federal aid to schools 
of public health and the establishment of 
project grants to schools of public health, 
nursing, and engineering where courses 
in public health are available. The 
APHA’s position favoring federal assist- 
ance to institutions for construction and 
for scholarships for public health educa- 
tion provided the basis for APHA action. 

The consideration of this legislation 
by the Congress was sporadic and began 
with initial hearings on the bill in 1959 
and continued through the final passage 
late in the Second Session in August, 
1960. In the crucial days of final con- 
sideration, the support of APHA mem- 
bers and Affiliated Societies throughout 
the country was requested by your com- 
mittee. We are happy to report that the 
response to this request was both im- 
mediate and effective and contributed 
significantly to the final passage of the 
bill. Your committee believes that this 
success will serve to encourage other 
APHA members and Affiliated Societies 
to deal with additional public health 
matters requiring future legislative 
efforts. 
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Your committee attempted to have in- 
cluded in the Institutional Research 
Grants Bill, H.R. 10341, specific refer- 
ence to the eligibility of health depart- 
ments. The committee chairman met with 
the secretary of the Department of 
Health, Education, and Welfare to press 
this point. Despite a favorable recep- 
tion on the part of the secretary, the 
department did not alter its initial view 
that such grants be made available 
initially to schools of medicine, dentistry, 
and public health. The committee be- 
lieves, however, that APHA should con- 
tinue to work directly with the depart- 
ment, and also with the Public Health 
Service, in an effort: to point out the 
value of making such grants to health 
departments. 

In March of 1960, the executive office 
of the APHA forwarded to the House 
Committee on Ways and Means a state- 
ment relative to H.R. 4700, legislation 
to provide medical care for the aged. 
This statement recommended the advis- 
ability of using health department re- 
sources in any program to provide such 
medical care, and in particular it stressed 
the need to guarantee a high quality of 
medical care to the recipients of the pro- 
posed program. 

Because of the preoccupation of the 
Congress with the political aspects of 
providing additional medical care for 
the aged, your committee attempted to 
reach each senator by presenting a brief 
statement of APHA’s views giving the 
essential points which APHA believes 
should be included in federal health in- 
surance for the aged. These views were 
largely overlooked in the bill which was 
passed by the Congress and signed by 
the President. The reason for this, in 
the opinion of the committee, is that the 
Congress was concerned primarily with 
getting some mild form of legislation 
passed and gave little thought or con- 
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cern to the basic issues of guaranteeing 
high quality of care to all those in need 
of assistance. 


Public Policy Positions 


At the direction of the committee, the 
APHA staff member prepared a pro- 
posed listing of policy positions. These 
were derived from the resolutions which 
have been passed by the APHA in the 
past 11 years. This compilation was 
forwarded in the name of the committee 
to the Executive Board. The Board ex- 
tended its general approval and_re- 
quested that the committee continue its 
study of APHA positions and report to 
the Association on the areas in which, 
in the opinion of the committee, past 
action has been inadequate or was no 
longer pertinent. Recommendations were 
requested as to the need for additional 
positions. The PP&L Committee will so 
report to the Governing Council at the 
1960 annual meeting. 

A reassignment of the categories of 
the present policy statements together 
with the deletion of objectives which 
have been attained and the “fitting in” 
of new policies should result in a reason- 
ably complete list of APHA policy posi- 
tions in the ensuing year. The report on 
this activity, therefore, is in the way of 
a progress report. 

The committee requested last year 
that the staff prepare and forward to the 
presidents and secretaries of Affiliated 
Societies and Branches a guide to the 
appointment of legislative contacts. This 
was to consist of an explanation of the 
role of such persons and was intended 
to be of help to these societies in the 
selection of their legislative contacts. 
This request was fulfilled by the execu- 


tive office in January of 1960 in a 
memorandum by the Executive Director. 
If the results of the APHA backing of 
H.R. 6871 can be considered indicative, 
the value of forwarding the guide would 
appear self-evident. 

The council will recall the five-point 
method of procedure devised by the 
PP&L Committee one year ago. The 
establishment of the APHA as an 
authoritative source of information on 
public health matters should be recog- 


_nized as a continuing procedure. The 


committee believes that considerable 
progress was made in this area during 
the past year. 

The preparation of policy statements 
in behalf of the APHA by appropriate 
sections or by the executive office was 
continued according to legislative need. 
Numerically, not as many were required 
as in the First Session of the 86th Con- 
gress. 

Through the appointment of an APHA 
staff member to serve both the PP&L 
Committee and APHA’s Resolutions 
Committee, a greater degree of liaison 
has been accomplished. It is hoped by 
our committee that the continuation of 
this arrangement will result in an even 
smoother working relationship between 
these two important groups. 

The establishment of effective work- 
ing relations between APHA’s Wash- 
ington office and the several branches of 
the federal government and associations 
with similar interests is progressing in 
a highly satisfactory manner, thanks to 
the untiring efforts of genuine diplo- 
macy of our Washington office director, 
Noble J. Swearingen. 


Herman FE. M.D. 
Chairman 


Dr. Hilleboe is commissioner of health, State Department of Health, Albany, 


Report of the chairman of the Committee on Public Policy and Legisla- 
tion to the Governing Council at the Eighty-eighth Annual Meeting of the 


American Public Health Association 


1960. 
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ASSOCIATION NEWS 


APHA EIGHTY-NINTH ANNUAL MEETING 
Detroit, Michigan 
November 13-17, 1961 


Annual Report on Staff Activity Berwyn F. Mattison, M.D., Executive 
ft kd Director, APHA, 1790 Broadway, New 
n account of the work done by the York 19. N. Y. 


headquarters and regional office person- 
nel of the American Public Health Asso- ° 
ciation during the past year is now 


Addenda to Committee List 


available. Entitled “The American Pub- Members of the Task Force on Na- 
lic Health Association Staff Report tional Sanitation Foundation Standards, 
for 1960,” it describes the numerous Food Protection Committee, Engineering 
ways in which the responsibilites as- and Sanitation Section are: 

signed to the various professional and George O. Pierce, P.E., Chairman, 4200 
technical staff members and their assist- Ace, Wabiame 
ants were carried out during the calen- D. C. 

dar year. Since staff work is viewed in Joel C. Beall 

terms of functions basic to the Associa- Karl K. Jones 

tion, the report is supplemental in effect ~g Aeage PH 

to the reports of the Chairmen of the aes nigh 

Executive Board, the Technical Develop- The Committee on Constitution and 
ment Board, and the Standing Commit- —_ By-Laws should carry the name of Miss 
tees for 1960, which are appearing in —L. Ann Conley, R.N., who replaced Miss 


these columns. Requests for copies to Ruth E. Rives, R.N. 


Social Innovations and the Germ Theory 


“Most frequently today, problems arise not from the highly virulent pathogens, 
but rather from the common microbes that are ubiquitous in our environment, and 
even in our bodies, and that had long been assumed to be essentially harmless. 
These microbes become agents of disease only when the general resistance of the 
body has been decreased by disturbances in individual physiology or in social 
conditions. In view of these facts, it seems to me that the time has come to reformulate 
the germ theory of disease in terms of the total biological and social conditions that 
exist in our communities today. Only thus can we hope to develop control methods 
tailor-made for prevailing conditions. 

“The more efficient society becomes at rapidly modifying our environment and 
our ways of life, the more unpredictable are the responses of man to the new condi- 
tions of his own making. For this reason, it is becoming increasingly urgent to study 
the effects that industrial and social innovations exert on normal man, because so 
many of these effects are likely to have pathological consequences.” 

(René Dubos, in the Journal of the American Medical Association, Volume 174, No. 5, 1960. 
Quoted with permission. ) 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 
ARIZONA PUBLIC HEALTH ASSOCIATION, 
Massey, State Dept. of Public Health, Phoenix 
ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bldg., Little Rock 
CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 
CALIFORNIA, SOUTHERN. PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 

Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIL PUBLIC HEALTH ASSOCIATION, 
Cevitz, 1018 Lunalilo Street, Honolulu 

_—- PUBLIC HEALTH ASSOCIATION, Ralph Car- 

nter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. McLelland, State Board of Health, Indianapolis 

1OWA PUBLIC HEALTH ASSOCIATION, Lioyd Coe, 
lowa Hospital Association. 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. G. 


Verona 


Martin 


Owens, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 


MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 
MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg., 

Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. 8. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bidg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bidg., 
Lincoln, Neb. 


Southern California: Four Symposia 


The 471 delegates attending the 33rd 
Annual Meeting of the Southern Cali- 
fornia Public Health Association had a 
busy and profitable December 12, 1960 
in Santa Monica. 

By 9:30 a.m. the typical registrant 
was observing a free exchange of ideas 
in a symposium on “School Health Prac- 
tices—Present and Future,” the princi- 
pal exchangers being drawn from UCLA, 
local school systems and a welfare coun- 
cil. 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, +s Ann McVey, 4317 Robinson St., Flushing 
55, ¥. 

NEW Youk STATE PUBLIC HEALTH ASSOCIATION, 
Cariine Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH yg Mrs. June 
O'Donnell, 3516 Braddock St., Dayt 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach. R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
ey M.D., P. O. Box 25, Foothill Station, Salt 
La 

vinc: MIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40] Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Pau! Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas 24, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


Forty minutes later and for a half 
hour Robert Kingsley, S$.J.D., dean of 
the Law School at the University of 
Southern California, was highlighting 
the Governor’s Conference on Aging. 
The SCPHA delegate was then treated 
to a symposium on “Radiological Health 

Federal, State and Local Relation- 
ships” by the state coordinator of atomic 
energy and radiological health personnel 
from the state and Los Angeles health 
departments. 

At the annual business meeting start- 
ing at 11:30 a.m. he heard SCPHA voice 


: 


its formal opposition to the recommenda- 

tion of the state’s Citizens’ Advisory 

Committee that the state’s Education 

Code drop health education as a required 

subject, and saw the new officers elected 

and installed. He then learned about 

“The Population Explosion—Planning 

in Health” at the SCPHA luncheon from 

a representative of the Welfare Planning 

Council, Los Angeles Region. 

The afternoon program began at 2 
o'clock with a symposium on “Compari- 
son of New Tests in Serology of Syphi- 
lis.” This was followed by a summary 
of three years’ experience in the Los 
Angeles County Home Care program. 
Penultimately came a discussion of be- 
havioral sciences in public health led ,by 
faculty from the UCLA School of Public 
Health. Finis to the day was written 
from 3:40 p.m. on in a symposium on 
community mental health. 

Gerald Heidbreder, M.D., was outgo- 
ing president. Incoming officers for 
1960-1961 were: 

President—Carl A. Lawrence, Ph.D., director, 
Bureau of Laboratories, Los Angeles County 
Health Department, Los Angeles 

President-Elect—Byron O. Mork, M.D., re- 
gional medical coordinator, Region III, State 
Department of Public Health, Los Angeles 

Secretary-Treasurer—Dorothea Hansen, assist- 
ant director, Public Health Nursing, City 
Health Department, Los Angeles 


Note 1—SCPHA’s Continuing Educa- 
tion Committee has been active in plan- 
ning for the seminar on cardiovascular 
diseases and for the behavioral science 
institute in Los Angeles, respectively 
held February 21-23, 1961, and to be 
held April 9-11, both sponsored under 
the APHA and Western Branch—APHA 
program. 

Note 2— The Northern California 
Public Health Association News for 
January, 1961, includes three items on 
SCPHA, the inclusion being heralded by 
NCPHA President Dalrie Lichtensteiger 
as “tangible evidence of the close rela- 
tionships between California’s two public 
health associations.” 
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Note 3—In the November, 1960, issue 
of the American Journal of Public 
Health was a special report on “Research 
Needs in School Health” which included 
a table on sources of selected informa- 
tion pertinent to the topic. In view of 
SCPHA’s opening symposium at the De- 
cember meeting it is thought appropriate 
to mention here another source that 
might be added to that table: Health 
Education Journal, published by the Los 
Angeles City Board of Education. This 
journal, now in its 24th volume, has a 
circulation of 24,000. Its five yearly 
issues include reports on research in 
school health. 


Mississippi: An "Efficient Reality" 


The prospect of discussions on “Maxi- 
mum Health and Good Living” brought 
629 delegates to Jackson from December 
7 to 9, 1960, for the 24th Annual Meet- 
ing of the Mississippi Public Health As- 
sociation. 

Presiders and speakers at the three 
general sessions and the meetings of the 
eight sections numbered 57. Of these, 
the first two principals were from the 
Public Health Service: Iwao M. Mori- 
yama, Ph.D., chief of mortality statistics, 
National Office of Vital Statistics, who 
stressed the importance of statistics in all 
public health work; and Zella Bryant, 
deputy chief, Division of Public Health 
Nursing, Bureau of State Services, whose 
topic was the expanding role of the pub- 
lic health nurse. 

At the second general session, Dade 
W. Moeller, Ph.D., chief of the PHS’ 
Radiological Training Program at the 
Taft Engineering Center in Cincinnati, 
gave his celebrated lecture “Life and 
Half Life,” and Hugh R. Leavell, M.D., 
professor of public health practice, 
Harvard School of Public Health, de- 
livered the annual Memorial Address 
honoring the late state health officer 
Felix J. Underwood, M.D. The session 
had been opened by A. L. Gray, M.D., 
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state health officer, who spoke on ex- 
panding opportunities for applying pub- 
lic health skills and knowledge. Dr. 
Gray pointed up his theme by reference 
to Congress’ recently enacted Kerr-Mills 
legislation on health care services for 
the aged medically indigent. 

“I am not proposing that Mississippi 
does or does not participate in the medi- 
cal care program. Nonetheless, | am 
firmly convinced, as are all other state 
health officers, that if it is instituted it 
should be a part of the general official 
public health program rather than set- 
ting up still another health agency which 
would not have the advantage of experi- 
enced health administrators nor health 
and medically oriented staff. 

“IT am saying that if and when the 
State of Mississippi launches into a 
medical care program of this type, we 
have dispersed throughout the state 
about 750 medically oriented people in 
official public health who by their par- 
ticipation could assure a much greater 
degree of success with desirable conser- 
vatism than could be developed in many 
years of an agency or department which 
is not statewide in scope or medically 
oriented,” he said. 

He explained that if maximum state 
matching were made available under 
Kerr-Mills any resulting program would 
become an efficient reality only if all 
the professional groups involved organ- 
ized and agreed to render services under 
acceptable standards developed by these 
groups working as a whole. 

Dr. Gray also commented on the 
state’s recent outlay of $16 million for 
local health department facilities as a 
“recognition of what we in public health 
can do for Mississippi and a mandate 
that we do it—and certainly not a monu- 
ment to what we have done.” 

Dr. Moriyama also addressed the Vital 
Statistics Section in a session devoted in 
great part to the need for replacing the 
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state’s coroners with a Medical Examiner 

system. Less than one per cent of the 

nation’s deaths are of “unknown causes 
and ill defined” he is quoted as saying. 

Margaret E. Rice, director, Division of 

Public Health Statistics, State Board of 

Health, said that 12 per cent of death 

certificates in Mississippi are turned in 

with the cause of death undetermined. 

“It is important to our efforts to pre- 
vent disease and death that we know 
the causes of death for that 12 per cent,” 
declared Ruth Hagstrom, M.D., director 
of Clay and Oktibbeha County Health 
Departments, in support of the medical 
examiner system—‘“the best answer in 
obtaining accurate and complete health 
certificates throughout the state.” 

State Representative H. L. Meredith 
of Washington County, gave pointers to 
the Venereal Disease Investigators’ Sec- 
tion on the relationship of the legislator 
to the availability of funds for public 
health problems. R. W. Williams, M.D., 
Washington County health officer, led a 
discussion on the problems of syphilis at 
the county level, in which it was agreed 
that, with the increase of the disease 
throughout the state, more cooperation 
from the private physician as a member 
of the “team” will be necessary. Thomas 
Simmons, M.D., a private practitioner, 
encouraged investigators to work closely 
with physicians through interviews and 
follow-up of contacts and suspects, offer- 
ing many constructive suggestions for 
better relationships. 

MPHA officers for 1960-1961 are: 
President — Grace Huffman, Pike County 

Health Department, McComb 
Vice-President—Z. E. Oswalt, deputy state 

registrar, Division of Public Health Statis- 

tics, State Board of Health, Jackson (also 
outgoing president) 

President-Elect—H. E. Boone, State Board of 
Health, Jackson (also acting secretary until 
March, 1961) 

Treasurer—T. W. Williamson, director, Divi- 
sion of Finance and Accounts, State Board 
of Health, Jackson. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 


those seeking positions in public health. 
available is on file in the Association office. 


Other information concerning vacancies and personnel 
Anyone wishing to have the benefit of this additional 


information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 


additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Chief Assistant Public Health Officer— 
Assists in the administration of a modern 
health program and facility serving a com- 
munity of approximately 300,000 in Kern 
County, Calif. Requires California M.D. li- 
cense or eligibility, M.P.H., and total of five 
years’ experience in medicine with three years 
of recent experience in public health. Desira- 
ble professional climate with excellent em- 
ployee benefits. Salary $12,528-$15,228 per 
annum. Starting level commensurate with 
qualifications. Contact Kern County Personnel 
Department, Civic Center, Truxtun at Chester, 
Bakersheld, Calif. 


Physician—Overseas assignment in Guam 
to head Maternal and Child Health and Crip- 
pled Children’s Programs, Public Health Serv- 
ice. Two-year contract with salary from 
$14,700 to $17,940. Board eligibility in pedi- 
atrics or preventive medicine required. Trans- 
portation provided at government expense. Fur- 
nished quarters at reasonable rates. Delightful 
tropical living and ideal working conditions. 
Write to Department of Medical Services, 
Government of Guam, P. O. Box 428, Agana, 
Guam. 


Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for 
a medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 
Services, 825 Mililani St., Honolulu 13, Ha- 
waii. 


Local Health Officer — Hammond, Ind. 
(population 108,000). Well established local 
health department. Salary $16,000. Prefer per- 
son with M.P.H., but will consider someone 
with public health experience. Valid license 
to practice medicine in the state of Indiana. 
Apply to Mrs. Frank M. Kennedy, President, 
Hammond Board of Health, Hammond Health 
Department, City Hall, Hammond, Ind. 
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Public Health Director —for Public 
Health Department in Portland, Maine, com- 
munity of 80,000 and center of metropolitan 
area of about 150,000. Department staff of 37 
engaged in progressive public health program, 
including active housing inspection and en- 
forcement of minimum housing standards and 
environmental sanitation. Council-manager 
form of government since 1923. Health depart- 
ment enjoys excellent relationships with pri- 
vate and voluntary agencies, and a real civic 
interest in public health matters exists. Health 
department budget for 1960 totaled $160,000. 
Portland offers an unparalleled opportunity for 
constructive professional work and for pleasant 
living. Degree in medicine required. Degree 
in public health or willingness to obtain 
graduate training in the field is desired. Salary 
open. Write Julian H. Orr, City Manager, City 
Hall, Portland, Maine. 


Medical Director—of District Health De- 
partment No. 1. This is a five-county district 
made up of Crawford, Kalkaska, Missaukee, 
Roscommon, and Wexford Counties. Main 
office is in Lake City, with district offices in 
each of the other counties. The total popula- 
tion of the district is approximately 41,000. 
Applicants must have training and experience 
in public health, in addition to Michigan 
licensure. Apply to District Health Depart- 
ment No. 1, Lake City, Mich. 


Physician—eligible for Michigan licensure 
to serve as deputy director of County Health 
Department in Detroit metropolitan area. Pop- 
ulation 406,000. Public health or pediatrics 
training and/or experience desired but not 
essential if interested in public health career. 
Start at $13,000 annually with liberal bene- 
fits, including pension plan, Social Security, 
sick and annual leave. Write Oscar D. Stryker, 
M.D., Director, Macomb County Health De- 
partment, 43525 Elizabeth Rd., Mount Clem- 
ens, Mich. 


Health Commissioner—County unit, serv- 
ing 100,000, Hudson River Valley, with head- 
quarters at Kingston, N. Y. This is an estab- 
lished unit with a well trained staff of 50. 
Experience and training for health officer re- 
quired, and must be eligible for New York 
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State medical license. Salary $15,000, plus 
necessary travel. For details, write to Dr. 
Virgil B. DeWitt, President, Ulster County 
Board of Health, 15 Main St., Kingston, N. Y. 


Pediatrician —for State Health Depart- 
ment. To act as pediatric consultant within 
the agency and work with professional and 
lay groups in the field. Included in work: 
hospital standards, school health problems, 
statistical studies, future program planning. 
Starting salary $12,240. Ohio medical license, 
one-year internship, at least two years’ gradu- 
ate training required; prefezably Board of 
Pediatrics or eligible. Civil service position, 
vacation, sick leave, annual salary increments, 
and retirement plan. Staff appointment to 
state university if eligible. Address inquiries 
to Division of Child Hygiene, Ohio Department 
of Health, Columbus 15, Ohio. 


Director of Public Health—Richmond, 
Va. Interesting and challenging position in 
urban health department. Department to oc- 
cupy new modern quarters in near future. 
Well qualified staff, full program activity, 
medical center city, excellent retirement and 
personnel policies. M.P.H. and five years’ 
public health experience required. Salary 
range $12,558-$15,132 annually. Possibility of 
teaching appointment. Write to City of Rich- 
mond, Department of Public Health, Rich- 
mond, Va. 


District Health Officer—Public health ad- 
ministrator of a district area; district epi- 
demiologist. Plan, organize, supervise work of 
professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hy- 
gienists, health educators, and social workers. 
Requires M.D. and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary 
$15,072-$16.872 per year with two years of 
approved residency in preventive medicine be- 
yond M.P.H. degree. Civil service, vacation, 
sick leave, Social Security, retirement, group 
health and life insurance benefits, travel allow- 
ance. For applications and further information 
write R. J. Siesen, Personnel Officer, State 
Board of Health, State Office Bldg., Madison 2, 


Is. 


District Health Officer—Public health ad- 
ministrator of a district area; district epi- 
demiologist. Plan, organize, supervise work of 
professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hy- 
gienists, health educators, and social workers. 
Requires M.D. and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary 
$12,072-$15,072 per year with no residency 
training beyond M.P.H. degree. Civil service, 
vacation, sick leave, Social Security, retire- 
ment, g-onp health and life insurance benefits, 
travel allowance. For applications and further 
information write R. Siesen, Personnel 
Officer, State Board of Health, State Office 
Bldg., Madison 2, Wis. 


Registered Nurse—for the city of Pasa- 
dena, Calif. Salary $265-$444 per month. 
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Assists doctors and public health nurses in 
field and clinical work. Excellent working 
conditions and liberal benefits. Requires R.N. 
from state of California. Direct inquiries to 
Personnel Director, Pasadena City Hall, 100 
North Garfield Ave., Pasadena, Calif. 


Supervising Public Health Nurse—San 
Mateo County. $505-$632. Requires college 
graduation, one year of postgraduate study in 
nursing, and three years’ public health nursing 
experience. Apply Mrs. Eva Reese, Health 
and Welfare Department, 225-37th Ave., San 
Mateo, Calif. 


Public Health Nurses—Salary range $395- 
$481 (five-step range). College degree in pub- 
lic health nursing. Experience in public health 
not necessarily required. PHN certification 
required to meet State Health Department 
nursing requirements. Three weeks’ vacation 
per year. Retirement and Social Security bene- 
fits. Work 37% hours per week. Thirty-five 
miles north of San Francisco. Generalized pro- 
gram. Contact Henry G. Mello, M.D., Solano 
County Health Officer, 228 Broadway, Vallejo, 
Calif. 


Public Health Nurse Consultant — for 
school health and maternal and child health 
program. College graduation with at least one 
year of public health training. Pediatric nurs- 
ing experience in public health with emphasis 
on school-age child desired. Four years’ ex- 
perience in nursing within past eight years 
necessary, including one in a public health 
supervisory position. Salary range $5,172- 
$6,780, with travel allowance. Write H. M. 
Chester, Director of Personnel Services, 
Georgia Department of Public Health, 47 
Trinity Ave., Atlanta 3, Ga. 


Public Health Nurse I1I—for licensing of 
care facilities program. Inspects and evaluates 
nursing care of patients and facilities in nurs- 
ing homes, hospitals, and homes for the aged. 
Salary $4,800-$6,000. Social Security and re- 
tirement plan. Liberal vacation and sick leave 
policies. Must be able to travel throughout 
the state. Car provided with travel expenses. 
Requirements: three years of progressively re- 
sponsible public health nursing experience, 
including one in supervision or consultation. 
Completion of college program approved for 
public health nursing. Apply: A. T. Johnson, 
Personnel Director, Oregon State Board of 


Health, P. O. Box 231, Portland 7, Ore. 


Public Health Nurse Consultant—Gen- 
eralized nursing consultant to local health 
departments. Bachelor's degree in public 
health nursing; master’s degree desirable. 
Three years’ experience in public health nurs- 
ing, including two in supervision. Salary 
$5,280-$6,600. Liberal travel allowance. Social 
Security and state retirement. Annual vaca- 
tion and sick leave policies. Apply A. T. 
Johnson, Personnel Director, Oregon State 
Board of Health, P. O. Box 231, Portland 7, 
Ore. 
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INDUSTRIAL HYGIENE 
ENGINEERS 


Los Angeles County 
Health Department 


Salary begins at $715 per month. Must 
be college graduate in chemical, civil, 
or mechanical engineering, and have 
at least three years’ industrial health 
engineering or related experience. 


Apply to: 
County of Los Angeles 
Civil Service Commission 
222 North Grand Ave. 


Los Angeles 12, Calif. 


Public Health Nurses—First level. Ore- 
gon’s state-wide program offers diversity of 
assignment, promotional opportunities, and 
liberal fringe benefits in scenic recreational 
locations. Must have graduated from an ac- 
credited school of nursing and completed one 
year in public health nursing. Salary $4,200- 
$5,940. Apply: A. T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P. O. 
Box 231, Portland 7, Ore. 


Public Health Nurse [IV (Education)— 
Assists in directing a program of public health 
nursing education on a state-wide basis for 
nursing personnel and health agencies. Salary 
range $7,407-$9,454. Requirements: graduation 
from a four-year college or university with 
major course work in nursing, including or 
supplemented by completion of an approved 
program of study in public health nursing, 
supplemented by graduate study in _ public 
health nursing, public health nursing educa- 
tion, or public health to the level of a master’s 
degree, and four years of public health nurs- 
ing experience in a generalized public health 
program. For further information or applica- 
tions, please contact C. Earl Albrecht, M.D., 
Deputy Secretary of Health, P. O. Box 90, 
Harrisburg, Pa. Final date for filing appli- 
cations is March 22. Examinations are sched- 
uled for April 15. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counseling 
to all public health nurses in a miultiple- 
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county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and reporting. 
Responsible for inservice education program 
for local public health nurses and evaluation 
of nursing services. Salary range $5,700-$6,780, 
plus travel allowance. B.S. degree with major 
in public health nursing and three years’ 
generalized experience as a public health 
nurse. Special requirement: registration or 
eligibility therefor as a registered nurse in Wis- 
consin; certification or eligibility for certifica- 
tion as a public health nurse in Wisconsin. 
Write Miss lone M. Rowley, Director, Public 
Health Nursing, 119 Monona Ave., Madison 3, 
Wis. 

Follow-up Program Coordinator—to de- 
velop program for maintaining effective con- 
tact with families of children being studied in 
large-scale, long-range child development re- 
search program. Supervises staff of workers, 
originates and implements new technics and 
procedures, develops liaison with community 
resources. Challenging opportunity requiring 
administrative ability, supervisory skill, and 
initiative. Master's degree plus appropriate 
experience. Start between $7,000 and $8,000. 
Apply: Rudolf Engel, M.D., Project Director, 
Child Development Project, University of Ore- 
gon Medical School, Portland 1, Ore. 


Health Education Project Coordinator 
(Male)—Excellent opening. Salary $560 per 
month: $6,720 per year: periodic salary in- 
creases. Tri-County District Health Department 
(250,000 population), suburban Denver, Colo. 
Vacancy for chief of health education section. 
Master’s degree in public health education 
or equivalent required; at least one year's 
experience in community health or public 
health programs; abilities in planning, com- 
munity organization, and public speaking. Top 
references required. Excellent benefits, vaca- 
tion, sick leave, Social Security, modern health 
facilities. For details write William S. Haynes, 
M.D., 1451 Kenton, Aurora, Colo. 


Public Health Educator—for health dis- 
trict of over 200,000 population with head- 
quarters in Savannah. A well rounded, pro- 
gressive public health program is conducted 
by a competent staff of 53 in a coastal area. 
New health building under construction. Mas- 
ter’s degree in public health education and 
two years’ experience in official agency de- 
sired. Entrance salary $5,400, with $600 travel 
allowance. Can consider person with specified 
training but without experience at lower 
salary. Write H. M. Chester, Director of 
Personnel Services, Georgia Department of 
Public Health, 47 Trinity Ave., S.W., Atlanta 
3, Ga. 


Health Educator—Initiate and develop 
community health education programs in city- 
county area of 360,000 population. Desirable 
qualifications: M.P.H. plus two years’ experi- 
ence in public health or related education 
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work. Salary $6,136-$7,122; liberal benefits. 
For information write W. B. Prothro, M.D., 
M.P.H., Public Health Director, 303 Ionia 
Ave., N.W., Grand Rapids 2, Mich., or for 
an application blank contact Civil Service 
Board, City Hall, Grand Rapids 2, Mich. 


Health Educator—to work on state-wide 
program with local health departments and 
voluntary agencies. Unlimited opportunity for 
program development. Master's degree in 
health education and two years’ experience. 
Salary $5,880-$7,344. Liberal vacation, sick 
leave, group insurance, and retirement allow- 
ances. Merit system status. Write Personnel 
Director, Virginia State Health Department, 
Richmond, Va. 


Public Health Educator III (Chronic 
Disease )—Initiate and develop community in- 
terest and cooperation in the organization of 
state-sponsored local programs for rehabilita- 
tion of the aged. Assist in development of 
rehabilitation training institutes on state and 
local levels. Prepare audiovisual materials 
relating to aging and rehabilitation. Will be 
responsible for development of reference and 
information library. Desirable qualifications: 
M.P.H. or master’s degree in education or 
related field, plus two years’ experience, 
preferably reiated to position. Salary starts 
at $6,060; maximum $7,200. Travel allowance, 
vacation, sick leave, retirement, group insur- 
ance plans. Write R. J. Siesen, Personnel 
Officer, State Board of Health, Madison 2, 
Wis. 

Medical Technologist I—$72-86 weekly. 
Open to male and female resident citizens of 
the United States who possess the minimum 
qualifications. Complete details may be se- 
cured by writing to Personnel Director, Mu- 
nicipal Bldg., Hartford, Conn. 


Medical Technologist I1—$78-$94 weekly. 
Open to male and female resident citizens of 
the United States who possess the minimum 
qualifications. Complete details may be se- 
cured by writing to Personnel Director, Mu- 
nicipal Bldg., Hartford, Conn. 


Director, Public Health Laboratory— 
Three years’ responsible professional experi- 
ence in a medical or public health laboratory. 
Ph.D.. major in bacteriology, or any equivalent 
combination of experience and training. Salary 
open. Write Arthur S. Taylor, Personnel 
Officer, Health and Welfare Department, State 
House, Augusta, Maine. 


Bacteriologist—for the State Health Labo- 
ratory, Helena. B.S. degree with 20 semester 
hours of bacteriology required. Salary $380- 
$480. Above minimum appointment can be 
made for previous experience. Contact Admin- 
istrative Officer, State Board of Health, Helena, 
Mont. 


Virologist—with doctoral degree and ex- 
perience, to head well equipped public health 
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virus laboratory. Starting salary dependent 
on qualifications. Range: $740-$890. Contact 
Administrative Officer, State Board of Health, 
Helena, Mont. 


Public Health Laboratory Director I 
($10,432) and Public Health Laboratory 
Director If ($13,301)—Vacancies exist in 
Philadelphia. Top position involves directing 
a large central laboratory; the other position 
involves assisting the public health laboratory 
director. Higher position requires M.D. and 
five years’ experience in a medical or public 
health laboratory; assistant post requires Ph.D. 
or M.D. and three years’ experience. For fur- 
ther informatio: or applications, please write 
C. Earl Albrecht, M.D., Deputy Secretary of 
Health, P. O. Box 90, Harrisburg, Pa. Final 
date for filing applications is March 22. Ex- 
aminations‘are scheduled for April 15. 


Research Assistant—for new respiratory 
virus disease project. Bachelor's degree mini- 
mum; prefer master’s degree in microbiology, 
training in virology, tissue culture technic, and 
serology. Salary based on background. Excel- 
lent medical plan. Limited tuition-exempt 
courses possible. Next door to lakes and 
mountairs. Send résumé to Personnel Office, 
University of Vermont, Burlington, Vt. 


Medical Social Worker—Expanding tu- 
berculosis sanatorium in Phoenix needs a 
medical social worker with a master’s degree 
or two years’ graduate training. Starting 
salary $5,076, reaches $6,180 in three and one- 
half years. Quarters and meals at $25 per 
month, if desired. State retirement, annual 
leave, etc. Write State Merit System, Capitol 
Bldg., Phoenix, Ariz. 


Sanitarian—to assume direct reponsibility 
for rural, generalized sanitation program with 
local district health department. Paid vaca- 
tion and sick leave, Social Security, one-half 
Blue Cross and Blue Shield paid with medical 
rider, 11 paid holidays, mileage eight cents 
per mile, five-day week, excellent personnel 
policies. Salary $5,700, depending on quali- 
fications and experience. Annual merit in- 
creases. Contact Director, Northeast Colorado 
Health Department, 700 Columbine, Sterling, 
Colo.; LAwrence 2-3741. 


Director, Bureau of Environmental 
Sanitation—to direct all phases of state-wide 
sanitation programs. Degree in sanitary engi- 
neering or a master’s degree in public health 
and six years’ experience, three of these years 
in a supervisory capacity of a major phase 
of environmental sanitation. Liberal vacation, 
sick leave and retirement benefits. Group 
insurance available. Merit system status. 
Salary $7,032-$8,784. Write Director of Per- 
sonnel, Virginia State Health Department, 
Richmond 19, Va. 


Principal Public Health Engineer—Las 


Vegas, Nev. Salary $647-$787 per month. 
(Appointment may be made above entrance 


salary.) College degree in sanitary engineer- 
ing or related field, and five years’ responsible 
experience in the field. Liberal fringe bene- 
fits. Excellent climate in which numerous 
recreational opportunities exist, including ski- 
ing, hunting, fishing, water sports, and many 
other outdoor activities. Contact Nevada State 
Personne! Department, Carson City, Nev. 


Assistant Chief, Public Health Records 
—is being sought for position in County of 
Los Angeles Health Department. Salary for 
the position is $677-$715 per month. Appli- 
cants must have at least three years’ recent 
statistician or public health analyst experience 
in analysis of public health statistical data. 
For full information write County of Los 
Angeles Civil Service Commission, 222 North 
Grand Ave., Los Angeles 12, Calif. 


Physical Therapist Consultant — State- 
wide program in connection with nursing 
homes. Merit system status, liberal vacation, 
sick leave, and group insurance. Excellent 
working conditions. Salary $4,920-$6,144. 
Write Director of Personnel, Virginia Health 
Department, Richmond, Va. 


speech 
program for crippled children. 
Salary open. Master’s degree desirable. Ap- 


Speech Consultant — State-wide 
correction 


ply: Arthur S. Taylor, Personnel Officer, 
Health and Welfare Department, Augusta, 
Maine. 


Dental Hygienist Trainee — Inservice 
training program available for a qualified 
dental hygienist with a bachelor’s degree. After 
supervised field experience the trainee will be 
considered for educational leave and scholar- 
ship to complete graduate training. Salary 
starts at $5,100-$5,700 per year depending 
upon experience. Civil service, vacation, sick 
leave, Social Security, and retirement bene- 
fits. Write R. J. Siesen, Personnel Officer, 
State Board of Health, 400 State Office Bldg., 
Madison 2, Wis. 


Dietary Consultant — State-wide program 
in connection with nursing homes. Merit sys- 
tem status, liberal vacation, sick leave, and 
group insurance. Excellent working condi- 
tions. Salary $4,920-$6.144. Write Director of 
Personnel, Virginia State Health Department, 
Richmond, Va. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Bacteriologist—B.S. and M.S., University 
of Pittsburgh and West Virginia University. 
Two and one-half years’ clinical experience. 


Available the Ist of June. Marshall E. Landay, 
541 Stewart St., Morgantown, W. Va. 


Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, 


OPPORTUNITIES AVAILABLE 


(a) M.D., director, national health organiza- 
tion: large medical, public health, social 
worker staff; Midwest. (b) Medical director 
for Atlantic Coast Blood Center; public health 
experience desirable; top salary for qualified 
person; present incumbent retiring. (c) Health 
officer, ability to plan and execute administra- 
tive policies; thorough knowledge of state, 
federal public health laws; effective public 
speaker; ideal West Coast location. (d) Med- 
ical director for industrial plant of renowned 
steel company with international operations; 


SITUATIONS 


(1) Medical director, 15 years’ experience 
renowned industrial organizations, United 
States and overseas; M.D., Dr.P.H.: M.S. in 
administrative medicine, Columbia University. 
(2) Laboratory director, Ph.D., bacteriology: 
six years laboratories chief, large health de- 
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$15,000-$20,000: excellent retirement benefits. 
(e) Nurse administrator, responsible planning, 
developing PH program for county depart- 
ment; work with community agencies; M.P.H. 
required; $9,000; East. (f) Nurse director, 
general health agency; California ocean city, 
$6,600 up. (g) Outpatient nurse instructor; 
large hospital; NLN accredited school, univer- 
sity medical center, $7,200: Midwest. (h) Ex- 
ecutive director, VNA near New York City, 
$7,000 up. 


WANTED 


partment; also hospital consultant. (3) Nurse 
administrator, B.S.. M.P.H., public health, 
Columbia University, five years city-county 
health department: seven years director com- 
munity health center. 
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BOOK REVIEWS 


All reviews are prepared on invitation. 


FEDERAL GOVERNMENT AND METRO- 
POLITAN AREAS—By Robert H. Connery 
and Richard H. Leach. Cambridge, Mass.: 
Harvard University Press (44 Francis Ave.), 
1960. 275 pp. Price, $4.75. 


This is another contribution to the 
rapidly expanding literature on the gov- 
ernmental problems of metropolitan 
grewth. It is of the series in “The 
Government in Metropolitan Areas 
Project,” edited by Luther Gulick and 
financed by the Edgar Stern Family 
Fund. 

The center of interest is the relation- 
ship and impact of federal programs in 
metropolitan areas. The authors explore 
the large number of federal programs, 
the representation of metropolitan in- 
terests er lack of it in Washington (by 
Congress or by the President), suggested 
correctives for deficiencies in and appro- 
priate forms for elaborating federal ac- 
tion. 

The simple listing of federal programs 
in urbanized areas makes clear that the 
federal government is heavily engaged 
in significant functions, which control 
or influence character and direction of 
growth. These activities are demon- 
strably devoid of integration in relation 
to one another and equally planless with 
respect to local and state objectives. The 
authors feel that unification of federal 
structure and program would provide 
more uniform application of funds, and 
could have a salutary effect upon local 
growth by federal data assembly, re- 
search, grants, and pressures for long- 
range plan. They offer a_ specific 
mechanism for accomplishing these fed- 
eral objectives. 

Without discounting the significance 
of such federal stimulation, it is still 
bleakly manifest that, without militant 
action within the states, real progress is 
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likely to be slow in crystallizing appro- 
priate machinery for governing and 
financing metropolitan areas. The 
authors recognize this ultimate source of 
strength, but feel that Washington may 
supply the goad. This reviewer admit- 
tedly favors persistent attempts to 
strengthen local ties and leadership, 
rather than extending the local debilita- 
tion so rapidly visible over the last 
quarter of a century of increased federal 
responsibility. 

This book does not purport to settle 
this issue. It does provide further 
thoughtful documentation for the earnest 
student of public policy. 

ABEL WoLMAN 


A SHORT SYNOPSIS OF HUMAN PRO- 
TOZOOLOGY AND HELMINTHOLOGY— 
By L. R. S. MacFarlane. Baltimore, Md.: 
Williams & Wilkins (Mt. Roye! and Guil- 
ford Aves.), 1960. 251 pp. Price, $7.50. 


The need for a concise, well organized 
guide to human parasitology has been 
in part filled by this book, which is 
primarily a condensation of Craig an 
Faust’s “Clinical Parasitology.” Par- 
ticularly to be commended are the 
strikingly clear organization and the 
effective use of contrasting type styles, 
which enable the rapid location of sub- 
ject material even without use of the 
index. 

Students of parasitology should seek 
detailed information from “Clinical 
Parasitology” rather than this conden- 
sate. On the other hand, persons less 
interested in the taxonomy and mor- 
phology of parasites, such as medical 
students, practitioners or pathologists, 
may be burdened by details in these as- 
pects of parasitology, which are pre- 
sented beyond what is required for prac- 
tical purposes. Nevertheless, the sub- 
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ject matter is well balanced from the 
point of view of the space devoted to 
the various groups of parasites. Un- 
fortunately the information contained 
has not been brought up to date but is 
apparently as of 1957, the date of pub- 
lication of the Sixth Edition of Clinical 
Parasitology. The section on malaria 
particularly suffers from obsolescence. 
For example, there is not a clear enough 
distinction of falciparum from the other 
malarias, as could be so well presented 
in a synopsis. 

The book is attractively and durably 
bound and is almost of pocket size. 


R. C. June 


SOCIAL WORKERS' PERCEPTIONS OF 
CLIENTS—By Edgar R. Borgatta, David 
Fanshel, and Henry J. Meyer. New York, 
N. Y.: Russell Sage Foundation (505 Park 
Ave.), 1960. 92 pp. Price, $2.00. 


This monograph summarizes the re- 
sults of a study of the case load of one 
social agency—that of the Family and 
Childrens Service of Pittsburgh, the 
principal nonsectarian casework agency 
in the area. The agency provides gen- 
eral family service, specialized services 
to unmarried mothers, foster care for 
children, adoption placement, and home- 
maker service. The study is based on 
data collected on an extensive schedule 
of new clients who went to this agency 
over a four-month period and for whom 
appropriate casework was considered. 
The focus of the study is on the percep- 
tions of the clients by the caseworkers. 
Clients are divided into three groups: 
213 adult female clients, 59 adult male 
clients, and 59 unmarried mothers. 
Their characteristics are explored in an 
effort to answer the question, “Who 
presents what kinds of problems for 
help?” No evaluation of casework serv- 
ices as such is included. 

Forty variables were selected as mean- 
ingful, including such general types as 
prognostic indicators at time of intake, 
background characteristics (age, race, 


486 


family status, etc.), judgments about the 
client’s background: and problem, per- 
sonality rating, and outcome variables, 
among these the number of interviews, 
degree of improvement, degree of in- 
sight shown at termination, impressions 
of the client’s mental health status at ter- 
mination, and estimate of the client's 
future need for service. 

Common and different factors in the 
three groups of clients were analyzed in 
an interesting manner. The discussion 
points up the need to know more re- 
garding what individuals or groups go 
to a social agency for help and what 
persons do not, together with the 
reasons for the differences. This is re- 
lated to the knowledge the public has of 
the agency and its personnel, and to the 
value placed on its services. Further, 
the receptivity of the agency, including 
its policies, are seen as having a bearing 
on its use by the public. 

The study discusses some advantages 
and disadvantages of using caseworkers 
and casework records for analyzing ob- 
servational data of clients and suggests 
supplementing these by responses of 
clients to standardized tests and ques- 
tionnaires. This would permit system- 
atic observation of the clients and also 
examination of the relationships between 
the observations of the caseworker and 
the objective resources. Further re- 
search of personality inventories is indi- 
cated and is interestingly presented. 
Emphasis is placed on the need, in order 
to understand and effect changes in 
clients, of further knowledge about 
families, peer associations, community 
institutions and other forces and ob- 
stacles. The monograph ends with an 
emphatic conclusion that “detailed and 
systematic descriptive research” of 
casework will be productive for the pro- 
fession. 

The book is worth serious attention 
by social workers and others interested 
in methods of analyzing casework ma- 
terial. EvizaBetu Rice 
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AUTOMATION AND SOCIETY—Edited by 
Howard Boone Jacobson and Joseph S. 
Roucek. New York, N. Y.: Philosophical 
Library (15 East 40th St.), 1959. 553 pp. 
Price, $10.00. 


A changing society is a proper subject 
for study. The tools used by a chang- 
ing society and the impact of these tools 
on the society itself are no less a subject 
for study. ‘Automation and Society” is 
dedicated to Thorstein Veblen as one 
“who foresaw the modern social implica- 
tions of technological progress.” The 
public health worker, irrespective of his 
specialty, will find thought provoking 
subject matter in this work which illus- 
trates by example the impact, realized or 
potential, of automation. 

The editors ask in the Preface, “Is 
automation a new economic revolution 
in the making?” Then they go on to 
say “some Jeremiahs have called it eco- 
nomic revolution, but the realists have 
labeled it no more than an evolution in 
culture, a mere extension of what has 
been known for some two centuries as 
the Industrial Revolution.” Whether a 
new economic revolution or an extension 
of the economic revolution we have 
known. this concept called “automation” 
has had, and will have in the future, far 
reaching consequences on our way of 
life. It has already affected our think- 
ing and our manner of living. It has 
made possible an undreamed of expan- 
sion of our horizons of living. As auto- 
mation further reduces the need for the 
routine job, the availability of routine, 
unskilled jobs decreases. The socio- 
economic implications of such a change 
in our economy cannot be fully compre- 
hended and is certainly not now taken 
into consideration in present day social 
planning. 

The editors of this book have as- 
sembled a group of persons, well known 
in their respective fields, who discuss 
automation and its impact on specific 
situations and activities. Ralph Cordiner 
of General Electric writes on “Automa- 
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tion in the Manufacturing Industries” ; 
Charles Keenoy of National Cash Reg- 
ister writes on “Automation and the 
Accountant”; and others write on 
specific areas of activity. The four sec- 
tions of the book are titled: The Concept 
of Automation, Automation and Society, 
Automation Applied, Automation and 
Responsibility. 

Knowledge of the impact of automa- 
tion on society, as well as on the public 
administration would appear to be as 
vital to progressive health leadership as 
knowledge of more mundane technologi- 
cal developments. M. R. Zavon 


SUMMARY OF A COMPREHENSIVE COM- 
MUNITY PLAN FOR MEETING THE 
PROBLEMS OF CHRONIC ILLNESS. 
Chicago, Ill.: Central Service for the Chroni- 
cally Ill of the Institute of Medicine of 
Chicago (86 East Randolph St.), 1959. 78 pp. 
Price, $1.00. 


In this reprint from the Proceedings 
of The Institute of Medicine of Chicago, 
there is outlined a community plan for 
meeting the health needs of the chroni- 
cally ill in the Chicago area. This plan 
was formulated under the auspices of 
the Central Service for the Chronically 
Ill of the Institute of Medicine. 

The background of activities leading 
to the development of the plan and an 
outline of the recommendations made 
are given in two articles by Edna Nichol- 
son, formerly executive director of the 
Service. Also included are a collection 
of papers read to professional groups 
and the public at a meeting held to 
unveil the community plan. These con- 
tain summaries of specific aspects of the 
chronic disease problem, but do not uni- 
formly reinforce the over-all recom- 
mendations. 

As an example of coordinated com- 
munity planning. this document merits 
study by those concerned with improv- 
ing services for the chronically ill. Un- 
fortunately, it would appear that the 
role of the department of health in im- 


487 


plementing the recommendations would 
be largely confined to health educa- 
tion of the public. Most communities 
will expect and plan for a more signifi- 
cant contribution from their official 
health agency in this important field. 
Frank W. REYNOLDS 


CLONAL SELECTION THEORY OF AC. 
QUIRED IMMUNITY—By Sir Macfarlane 
Burnet. The Abraham Flexner Lectures, 1958. 
Nashville, Tenn.: Vanderbilt University Press, 
1959. 209 pp. Price, $5.00. 


At the moment | started writing this 
analysis, the author, Sir Macfarlane 
Burnet. already honored with a United 
States Lasker Award and the Britain’s 
Order of Merit, was awarded the Nobel 
Prize of Medicine for 1960. May this 
review serve as a modest homage to this 
illustrious scientist. 

In a few chapters, the author ex- 
pounds his genetic concept of the 
mechanism of acquired immunity. First 
he briefly recalls modern knowledge of 
the dynamics of bacterial and viral popu- 
lations as well as special characteristics 
of acquired immunity, such, as clone 
formation in culture media and differ- 
ences between primary and secondary 
response to antigenic stimuli. He, then, 
applies to the immunity phenomena his 
theory that the cells in the body, like a 
population of bacteria in a test tube or 
of rabbits in a continent, are subject to 
mutation and selective survival. A cell, 
derived from a mutation, may thus form 
a clone or a family of cells, showing 
genetic homogeneity. The capacity for 
specific antibody production would be 
preexisting in certain clones of cells 
which. under the effect of antigen de- 
terminants, would produce specific pro- 
tein pattern, proliferate and, thus, 
become selected. The secondary re- 
sponse would be explained by a further 
activation of that cell proliferation in 
such a specific and selected clone. He 
discusses his theory in comparison with 
others. 
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With this hypothesis, the author gives 


a clever explanation, not only of 
the secondary immune response, the 
anamnestic phenomenon, the delayed 
hypersensitivity, the action of adjuvants. 
the local immunity, but mainly of his 
great discovery of the immunological 
tolerance for which he won the Nobel 
Prize. He also studies in the light of 
the same theory, the role of lymphoid 
and plasma cells in immunity, the clini- 
cal diseases of immunity, certain com- 
plications of infections, the leukemias, 
and so forth. He finally devotes a 
chapter to Clonal Selection and Neo- 
plastic Diseases. 

Here again, Sir Macfarlane Burnet’s 
fertile and synthetic mind, who opened 
new chapters in experimental biology. 
brings enlightening and __ inspiring 
answers. 

The writing is clear; the language 
precise and technical. The reading 
needs attention and concentration of 
mind. Virologists, immunologists, bac- 
teriologists, pathologists, hematologists. 
and cancerologists will especially be 
attracted by this book in which the re- 
search worker may find fruitful sugges- 
tions for further investigations. Clin- 
icians, biologists, geneticists, or even 
students having a fair knowledge of im- 
munity will not regret being acquainted 
with this theory which may influence 
the development of modern biology. 

ARMAND FRAPPIER 


MANUAL FOR WATER AND SEWAGE 
WORKS OPERATORS—Edited by Joseph 
H. Sorrels. Austin, Tex.: The Texas Water and 
Sewage Works Association, 1959. 336 pp. 
Price, $9.00. 


Coverage of the subject is comprehen- 
sive, including 22 chapters on various 
subjects, each chapter having been writ- 
ten by authors selected on the basis of 
experience and knowledge of special 
subjects. Each chapter contains a set 
of review questions and an extensive 
list of references. 
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The fourth edition includes much new 
material added since the preparation of 
the third edition in 1951. Although this 
volume has been prepared primarily for 
use in Texas, most of the material has 
general application. This volume covers 
all aspects of water supply and treat- 
ment, and includes chapters on algae 
and associated organisms in water sup- 
ply. pumping and measurement of 
water, meter operation and maintenance, 
instrumentation, design of water rate 
structures, safety, training and certifi- 
cation of operators, and other subjects. 
New material in this edition includes 
chapters on elementary chemistry, water- 
works arithmetic, instrumentation, and 
swimming pool operation. As might be 
expected in a textbook for water works 
operators, the material covered is, gen- 
erally, not highly technical in nature. 
This is an excellent text for operators 
because of the comprehensive coverage 
of the subject and the nature of the treat- 
ment of the material. This book might 
also serve as a suitable text for an in- 
troduction into the general subject of 
water supply. 

Four appendices include the Public 
Health Service Drinking Water Stand- 
ards, the Public Health Service Manual 
of Recommended Water Sanitation 
Practice, Rules and Regulations Cover- 
ing Plans and Specifications for Water 
Supply Systems—a detailed expression 
of design requirements of the Texas 
State Department of Public Health, and 
a listing of AWWA Standard Specifica- 
tions. H. J. OncertH 


MEDICINE TODAY—A REPORT ON A 
DECADE OF PROGRESS—By Marguerite 
Clark. New York, N. Y.: Funk and Wagnalls 
(153 East 24th St.), 1960. 360 pp. Price, 
$4.95. 


Here in a compact volume is an over- 
view of medical advances in the past 
decade. With so much that has hap- 
pened in these areas during those years, 
the reader may wonder how complete 
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a coverage the author has been able to 
make. As the report unfolds, the reali- 
zation occurs that this interesting book 
manages to touch, however lightly, on 
many topics showing progress in the 
fight toward human conservation. 

Written for the layman in understand- 
able terminology, the book cites results 
of numerous research studies in various 
parts of the country and many eminent 
practitioners and researchers are quoted 
often throughout the book. It is a mod- 
ern, up-to-date manuscript, far from 
complete for the medical or public 
health worker, but certainly providing 
what appears to be a factual, exciting 
view for the layman. 

This book may be useful for the pro- 
fessional medical or public health worker 
who because of specialized interests may 
not have known about newer methods in 
medical and surgical treatment; drugs 
that seem to show promise in conserving 
mankind; technics for helping many 
who suffer from mental illness; medical 
problems of the aged, the allergic, the 
arthritic, and the rheumatic. Rehabili- 
tation of the crippled and disabled is 
discussed. Also reviewed are researches 
and practices in certain diseases and 
conditions described as “unconquered.” 

Morey R. Frevps 


NEGROES AND MEDICINE—By Dietrich C. 
Reitzes. Cambridge, Mass.: Harvard University 
Press (44 Francis Ave.), 1958. 400 pp. Price, 
$7.00. 


This book is a major contribution to 
the literature on patterns of medical 
service by and for Negroes. The first 
part shows the trends in enrollment of 
Negroes in medical schools from 1938 
to 1956, and gives a detailed analysis of 
the performance of Negro applicants on 
the Medical College Admission Test in 
recent years. The evidence cited here 
indicates that the important problem 
today is not discriminatory admission 
policies of medical schools, but rather 
the poor quality of premedical education 
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of Negroes, inadequate stimulation and 
guidance of Negro college students, and 
the high cost of medical education. 

Mr. Reitzes goes on to describe the 
status of integration in 14 communities, 
eight of which are in the North, three 
in the South, and three in border areas. 
Different combinations of the following 
key factors were responsible for the re- 
markable diversity in each community: 
presence and influence of Negro hos- 
pitals; presence of important pro- 
integration persons and groups; oppor- 
tunities for professional contacts between 
Negro and white physicians; strategy 
used by Negro physicians in obtaining 
hospital appointments; supply of well 
qualified Negro physicians; referral 
practices of Negro G.P.’s to Negro 
specialists; and general pattern of race 
relations in the community. 

This is a timely and important study, 
obviously prepared with great care, and 
presented with thorough documentation 
and exquisite dispassion. In the process 
of presenting facts—well collected, well 
organized, and well analyzed—the author 
reveals the full seriousness of the difficul- 
ties hindering racial integration in medi- 
cal care, in the North as well as the 
South. The volume furnishes a sound 
factual basis for making decisions in re- 
gard to integration in medicine and 
directs attention to the points where 
strategic further research and effective 
action are indicated. W. J. Lear 


SOCIAL DRINKING—HOW TO ENJOY 
DRINKING WITHOUT BEING HURT BY 
IT—By Giorgio Lolli. Cleveland, Ohio: 
World Publishing (2231 West [10th St.), 
1960. 317 pp. Price, $4.50. 


This is a book on “Social Drinking,” 
_with a subtitle “How to Enjoy Drinking 
Without Being Hurt by It.” Fortunately, 
during recent months several books have 
appeared on this general subject which 
describe drinking. the use of alcoholic 
beverages by society, and the effects of 
alcohol on the body. Dr. Lolli’s book 
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is for and about the men and women 
who drink for relaxation, sociability, and 
pleasure. The book answers many ques- 
tions in a manner attempting to relate 
personally to each individual. This is 
not a book primarily for alcoholics nor 
about alcoholism. However, some at- 
tempt is made to explain who an alco- 
holic is, and what causes him to be one. 
Particular emphasis is placed on the 
difference between harmless and harmful 
drinking which the reader may apply to 
himself. This is a useful book for pub- 
lic health workers because of the in- 
formation it contains on many aspects of 
drink and drinking. The style of writ- 
ing, however, is at times cumbersome, 
which makes for slow reading. 
Joun R. Putte 


GROWING UP IN NEWCASTLE UPON 
TYNE—By F. J. W. Miller, et al. New York, 
N. Y.: Oxford University Press (417 Fifth 
Ave.), 1960. 369 pp. Price, $5.75. 


A beautiful piece of comprehensive 
pediatric epidemiology—that is the best 
way to epitomize this fine report coming 
out of England. This is the second 
volume of a long-term study of health 
and illness in 1,142 children born in 
Newcastle upon Tyne in May and June, 
1947. The first volume described events 
of the first year of their lives; this 
carries the story through the next four 
years, during which it was possible to 
make careful observations on 847 chil- 
dren. 

The account is comprehensive not 
only in ‘ts description of all illnesses 
and disorders occurring in the children 
but in its exploration of their correla- 
tions to the physical and social environ- 
ment. Enormous significance is attached 
to the family, in which problems are 
defined in terms of deprivation, de- 
ficiency, or dependence. These  con- 
cepts are explicit and permit correlations 
with specific disease entities. 

Five disease groups are distinguished 
as overwhelmingly related to the social 
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environment: alimentary infections, acci- 
dents, retarded: growth, enuresis, and 
squint. At the other extreme, the “im- 
munizing diseases” (measles, whooping 
cough, chicken pox, mumps, and so 
forth) are found to be almost unrelated 
in their incidence to family or social 
circumstances. In between are the 
“endemic family infections,” the “dis- 
orders of development,” and the “re- 
spiratory diseases” which are found to 
have varying relationships to environ- 
ment and social class. Particular atten- 
tion is given to the respiratory diseases, 
the elucidation of which motivated Sir 
James Spence to initiate the whole study. 

“Growing Up in Newcastle Upon 
Tyne” gives a depth of perspective on 
child health of unprecedented richness. 
The book is written with a feeling for 
children which gives warmth and mean- 
ing to its voluminous statistical data. 
It is easy to predict that it will soon be- 
come a classic of social pediatrics. One 
wishes that comparable longitudinal 
studies will be undertaken on the bal- 
ance of the human life span. 


Mitton I. RoeMER 


EPIDEMIOLOGY AND MENTAL ILLNESS— 
By R. J. Plunkett and J. E. Gordon. Mono- 
graph Series No. 6, Joint Commission on 
Mental Illness and Health. New York, N. Y.: 
Basic Books (59 Fourth Ave.), 1960. 126 pp. 
Price, $2.75. 


This small book represents a joint 
effort of a psychiatrist and an epi- 
demiologist to ask a question and to 
suggest how a start might be made to 
answer it. The question is probably 
best stated on the dust jacket—“Can 
mental illness be studied within the 
framework of medical ecology?” If 
the answer is affirmative, the part that 
epidemiology can play is a large one. 

The authors express no illusions about 
the inherent difficulties in an area where 
etiology is vague, to say the least, classi- 
fication difficult, and clinical understand- 
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ing often imprecise. Moreover, the 
multiple factors, constitutional, chemical, 
psychological, and social that undoubt- 
edly enter into the production of mental 
disease introduce variables so complex 
as to pose problems of monumental mag- 
nitude to the epidemiologist. Little 
wonder that the epidemiology of mental 
illness has been, until recently, mainly 
concerned with counting, based chiefly 
on records of hospital admissions and 
discharges. The authors point out the 
limitations imposed by even this type 
of epidemiology and move on to describe 
and evaluate several community surveys. 
They set forth their belief in orderly 
methods to attempt identification and 
analysis of possible causal factors and 
suggest a general plan of approach for 
pilot studies of certain kinds of mental 
illness. Sources of information for data 
gathering are briefly discussed and a 
short chapter is devoted to the question 
of communicability of mental illness. 
The authors’ style is clear and lucid 
and the book can be easily read in one 
sitting. It offers no panaceas and it is 
not, nor is it meant to be, a handbook 
on method. For those who wish a brief, 
succinct statement on epidemiology as 
it relates to mental illness, this book will 
bear reading. Henry B. MAKOvER 


GROUP DYNAMICS: RESEARCH AND 
THEORY (2nd ed.)—By Dorwin Cartwright 
and Alvin Zander (editors). Evanston, Ill.: 
Row, Peterson & Co. (2500 Crawford Ave.), 
1960. 826 pages. Price, $7.25. 


This is a substantially revised second 
edition. Seven introductory and _ inte- 
grating chapters by the editors have 
been expanded revised. Eighteen 
new papers have been added in replace- 
ment of 18 that have been omitted. The 
bibliographies have been enlarged. Fol- 
lowing an introductory section, material 
is divided into five major sections— 
Group Cohesiveness; Group Pressures 
and Group Standards; Individual Mo- 
tives and Group Goals: Leadership and 
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Group Performance; the Structural 
Properties of Groups. Taken as a whole, 
the book is an important compendium 
of significant theory and lines of em- 
pirical research in the field of group 
dynamics. 


EXERCISE AND FITNESS—A Collection of 
Papers Presented at the Colloquium on Ex- 
ercise and Fitness. Seward C. Staley, 
Chairman of Committee in Charge. Chicago, 
lll.: The Athletic Institute, 1960. 248 pp. 
Price, $3.00. 


This work consists of 21 papers pre- 
sented at the Colloquium on Exercise 
and Fitness sponsored by the University 
of Illinois College of Physical Education 
in December, 1959. The papers address 
five aspects of exercise and fitness— 
medical, physiological, nutritional, psy- 
chological, and physical-educational. Al- 
though the papers are remarkably dis- 
crete and leave most of the job of inter- 
areal correlation to the reader, the 
volume is an important first attempt at 
establishing exercise and physical fitness 
as a field of broad interdisciplinary 
concern. 


THE ANATOMY OF PSYCHOTHERAPY— 
By Henry L. Lennard and Arnold Bernstein. 
New York: Columbia University Press, (2960 
Broadway), 1960. 209 pages. Price, $6.00. 


Concepts and methods developed by 
sociologists for the description and 
analysis of small-group behavior are 
here applied to study the processes of 
interaction that occur during individual 
psychotherapy. The authors, using pre- 
selected categories of data analysis, 
dissect over 500 tape-recorded sessions 
from eight individual therapies. The 
volume’s value is twofold: It provides a 
set of answers, independent of what 
therapist or patient might say, as to 
what happens in psychotherapy; it also 
suggests that the unique and qualitative 
phenomena of psychotherapy are amen- 
able to useful quantitative study. 
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ARTHRITIS AND FOLK MEDICINE—By D. C. 
Jarvis. New York, N. ¥.: Holt, Rinehart and 
Winston (383 Madison Ave.), 1960. 179 pp. 
Price, $2.95. 


THE MISREPRESENTATION OF ARTHRITIS 
DRUGS AND DEVICES IN THE UNITED 
STATES. New York, N. Y.: The Arthritis and 
Rheumatism Foundation (10 Columbus 
Circle), 1960. 168 pp. Price, $3.50. 


To have these two books arrive for 
review nearly simultaneously is a co- 
incidence of no mean proportion. The 
latter is a straightforward factual ac- 
count of the reasons governmental con- 
trols were needed and a history of the 
development of such controls which men- 
tions the book “Folk Medicine” by Dr. 
D. C. Jarvis; one wonders from the con- 
text whether the two folk medicine 
books might attract the attention of 
regulatory agencies. The former book 
“Arthritis and Folk Medicine” appears 
to be more folk than medicine and is not 
recommended. 


CLINICAL STUDIES IN NUTRITION—By 
Eleanora Sense. Philadelphia, Pa.: Lippincott 
(East Washington Sq.), 1950. 249 pp. Price, 
$4.00. 


This text is designed to teach nurs- 
ing students about nutrition from the 
perspective not of the classroom but of 
the clinical areas in which nursing edu- 
cation occurs. Seventeen well organized 
chapters relate the application of nutri- 
tion principles by nurses to variables of 
patient, diet, and disease, and each 
chapter ends on a problem-oriented note. 

Oddly enough, in view of the book's 
major focus, almost no attention is paid 
to the problems of communication and 
collaboration between the nurse and 
those personnel with an equal stake in 
applied nutrition in the hospital—the 
physician and dietitian. 

Somewhere there must be a law re- 
quiring that nursing texts be didactic, 
for most of them are. This one, despite 
its real virtues, is no exception. 
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THE EFFECTIVE BOARD—By Cyril O. Houle. 
New York, N. Y.: Association Press (29! 
Broadway), 1960. 174 pp. Price, $3.50. 


This neat manual was developed and 
copyrighted by the National Board of 
Young Men’s Christian Associations. It 
is full of small pearls which would be 
useful to organization executives who 
must carry on functions under the 
policy-making guidance of a board as 
well as for new or old board members 
use in improving their enjoyment and 
effectiveness. The content was pretested 
by the author through repeated use in 
conducting board members training 
programs. 


BOOKS RECEIVED 


THE NEW PUBLIC HEALTH: AN INTRO- 
DUCTION FOR MIDWIVES, HEALTH 
VISITORS AND SOCIAL WORKERS (Fifth 
Edition) —By Fred Grundy. London, England: 
H. K. Lewis (P. O. Box 66, 136 Gower St.), 
1960. 207 pp. Price, 1.1.0. 


This neat succinct statement is a good 
job of summarization for quick orienta- 
tion of new public health workers in 
England and Wales. Any public health 
person taking a “postman’s holiday” 
there might use it as a means for quick 
orientation which would contribute ma- 
terially to improved understanding and 
appreciation of the situation which he 
will encounter in those countries. 
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_ Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Betoveo Proressor. The Life and Times of 
William Dodge Frost. Russell E. Frost. New 
York, N. Y.: Vantage Press, 1961. 350 pp. 
Price, $3.75. 

Cuoice oF A MepicaL Career. Essays on the 
Fields of Medicine. Edited by Joseph Gar- 
land and Joseph Stokes, III. Philadelphia, 
Pa.: Lippincott, 1961. 231 pp. Price, $5.00. 

Curnicat Toxtcotocy. C. J. Polson and R. N. 
Tattersall. Philadelphia, Pa.: Lippincott, 
1959. 589 pp. Price, $10.00. 

Conpuct or Sex. The Biology and Ethics of 
Sex and Parenthood in Modern Life. Law- 
rence K. Frank. New York, N. Y.: William 
Morrow, 1961. 192 pp. Price, $4.00. 

CONGENITAL MALFORMATIONS OF THE HEART 
(rev. ed.). Vol. I1l—Specific Malformations. 
Helen B. Taussig. Cambridge, Mass.: Har- 
vard University Press, 1960. 1049 pp. Price, 
$17.50. 

Devinguent AND Neurotic Ivy 
Bennett. New York, N. Y.: Basic Books, 
1961. 532 pp. Price, $10.00. 

Emercency War Surcery. U. S. Armed 
Forces Issue of NATO Handbook Prepared 
for Use by the Medical Services of NATO 
Nations. Washington, D. C.: Gov. Ptg. 
Office, 1959 (rev.). 423 pp. 

FUNDAMENTALS OF PsycHoLocy: Tue Psy- 
cuoLocy or Tutnkine. J. P. Guilford, et al. 
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Annals of the New York Academy of Sci- 
ences, Vol. 91, Art. 1. New York, N. Y.: 
The Academy, 1960. 158 pp. Price, $3.00. 

Gentte Lecrons. Richard Carter. Garden 
City, N. Y.: Doubleday, 1961. 336 pp. Price, 
$4.50. 

HeattH Supervision OF YOUNG CHILDREN IN 
Ca.irorniaA. Berkeley, Calif.: State Depart- 
ment of Public Health, 1961. 134 pp. Single 
copies available on request to professional 
health workers. 

Inrectious Diseases or Domestic ANIMALS 
(4th ed.). William Arthur Hagan and 
Dorsey William Bruner. Ithaca, N. Y.: 
Cornell University Press, 1961. 1033 pp. 
Price, $11.50. 

Letsure America: A Soctat Inquiry. Max 
Kaplan. New York, N. Y.: Wiley, 1960. 
350 pp. Price, $7.50. 

LinerAL Epucation AND Puarmacy. James 
Newcomer: Kevin P. Bunnell; and Earl J. 
McGrath. New York, N. Y.: Columbia Uni- 
versity, Bureau of Publications, Teachers 
College. 125 pp. Price, $2.75. 

Liver Crrrnosts Morratity as A MEANS TO 
MeASURE THE PREVALANCE OF ALCOHOLISM. 
Kettil Brunn; Esko Koura; Robert E. Pop- 
ham; and John R. Seeley. Helsinki, Fin- 
land: The Finnish Foundation for Alcohol 
Studies. 115 pp. 
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Mepicat Care Unper tue New York Work- 
MEN’S COMPENSATION Procram. Louis S. 
Reed. Ithaca, N. Y.: Cornell University, 
Sloan Institute of Hospital Administration, 
Graduate School of Business and Public Ad- 
ministration. 208 pp. Price, $2.00. 

Menta Heattu Soctat Wetrare. Robert 
H. Felix, et al. New York, N. Y.: Columbia 
University Press, 1961. 203 pp. Price, $3.75. 

Mortuary Science. Frederick C. Gale. Spring- 
field, Ill.: Thomas, 1960. 214 pp. Price, 
$9.50. 

NortHerN CALirorNiA Merropouts. Karl H. 
Baruth. Palo Alto, Calif.: National Press, 
1960. 25 pp. Price, $8.00. 

Pioneer Microsio.ocists or America. Paul 
F. Clark. Madison, Wis.: University of 
Wisconsin Press, 1961. 369 pp. Price, $6.00. 

PROCEEDINGS OF A SYMPOSIUM ON IMMUNIZA- 
TION IN CuttpHOOD. London, England, May 
4-6, 1959. Baltimore, Md.: Williams and 
Wilkins, 1960. 139 pp. Price, $4.25. 

Psycuo.ocy or Dearness. Helmer R. Mykle- 
bust. New York, N. Y.: Grune and Stratton, 
1960. 393 pp. Price, $7.75. 

RapIaTION Protection AND Dentistry. Arthur 


H. Wuehrmann. St. Louis, Mo.: Mosby, 
1960. 238 pp. Price, $6.50. 

Recent DeveLopMENTS IN PSYCHOANALYTIC 
Cuitp Tuerapy. Edited by Joseph Weinreb. 
New York, N. Y.: International Universities 
Press, 1961. 178 pp. Price, $5.00. 

ResipenTIAL TREATMENT FOR THE DISTURBED 
Curio. Herschel Alt. New York, N. Y.: 
International Universities Press, 1961. 437 
pp. Price, $7.50. 

Socta, Wetrare ApMINISTRATION. Edited by 
Ella W. Reed. New York, N. Y.: Columbia 
University Press, 1961. 121 pp. Price, $2.25. 

THree-DIMENSIONAL Personatity Test. Leah 
Gold Fein. New York, N. Y.: International 
Universities Press, 1961. 324 pp. Price, 
$6.75. 

UNDERSTANDING INTERRELATIONS IN NURSING. 
Lester D. Crow and Alice Crow. New York, 
N. Y.: Maemillan, 1961. 461 pp. Price, 
$6.50. 

Water Suppty. Economics, Technology, and 
Policy. Jack Hirschleifer; James C. De- 
Haven; and Jerome W. Milliman. Chicago, 
Ill.: University of Chicago Press, 1960. 376 
pp. Price, $7.50. 


A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Old Age Expectaney—In the past 
three decades expectation of life after 60 
has increased a whole year for (white) 
men and three years for women, thanks 
largely to mortality decreases from cer- 
tain infectious diseases and accidents. 
Further, and future, improvements in 
life expectancy must come largely in the 
areas of degenerative diseases. What 
would happen if cardiovascular deaths 
could be postponed by improved pre- 
ventive and treatment measures, and 
more cancer could be controlled are 
two subjects for interesting speculation. 
You'll pore over the tables of “ifs.” 

Anon. Outlook for Gains in Longevity After 
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Age 60. Statist. Bull. Metrop. Life Insur. Co. 
41,11:1 (Nov.), 1960. 


Achieving Clarity — This “how-to- 
do-it” is addressed to physicians and 
surgeons but it might more directly be 
aimed at any one of us in the public 
health field who has a story to tell to 
any of his publics. It is about illustra- 
tive technics — photographs, drawings, 
chart and graph design, and lettering. 
And all of these are skills the aspirant 
lecturer had better master. 

Atpertin, R. H., and Evtison, E. H. Medi- 
cal Illustration: A_ Prescription for Use. 
J.A.M.A. 175,3:191 (Jan. 21), 1961. , 


VOL. 51, NO. 3, A.J.P.H. 


| | 
‘ 


A SELECTED PUBLIC HEALTH BIBLIOGRAPHY 


Farm to Table—British health peo- 
ple seem to devote much more meeting 
time and attention to environmental 
health than we do. For instance, this 
issue of the (Br.) journal comparable 
to our own, places at the leading spot 
three papers on bread, meat, and vege- 
tables preceded by “some historical re- 
flections.” At the closing are four dis- 
cussions on tuberculosis, and sandwiched 
in between are two on sanitary engineer- 
ing topics. A discussant observed tartly 
that “Man was . . . omnivorous in the 
most comprehensive sense. Nothing was 
too big or too small for him to eat, too 
sweet or too sour, too pleasant or too 
revolting. In fact, he would eat any- 
thing.” As man remains the biggest of 
scavengers, his appetite may well con- 
tinue a major concern of public health: 
this seems to be the clarion call for the 
symposium. 

Amos, A. J. Bread. Roy. Soc. Health J. 80, 
6:445 (Nov.-Dec.), 1960. 


Good Word for Live Vaccines— 
Satisfactory results are reported from 
the use of an oral poliomyelitis vaccine 
given to well over a million persons in 
different countries. In general, intra- 
family spread to siblings caused only 
moderate and acceptable increase in 
monkey neurovirulence. The safety and 
immunologic value of the vaccine have 
been proved in one of the largest clinical 
trials in the entire history of preventive 
medicine, say the authors in conclusion. 

Capasso, V. J., et al. Oral Poliomyelitis 
Vaccine, Lederle—Thirteen Years of Labora- 
tory and Field Investigation. New England J. 
Med. 263,26:1321 (Dec. 29), 1960. 


Art of Living Most of the space 
of this issue of the (Br.) journal of the 
Society of Medical Officers of Health is 
given over to mental health, not merely 
the care of the mentally sick but the pre- 
vention of mental illnesses and the re- 
duction of relapses. The presentation 
commemorates the year in which the new 
Mental Health Act has gotten under way. 
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The opening paper discusses, among 
other things, two new motion pictures 
and other teaching aids for the educa- 
tional program in progress. Is this 
sketchy comment sufficient to send you 
to seek out the half-dozen papers? 

DatzeLt-Warp, A. J., and Porter, D. L. 
Teaching Mental Health—Human Relations. 
Pub. Health 75,2:66 (Jan.), 1961. 


Children’s Conflicts—The last sen- 
tences of a revealing report upon the 
preventive efforts of the ten-year-old 
Human Relations Service of Wellesley 
(Mass.) are these: “It is not yet possible 
to plan a program to insure health, 
wealth and happiness in childhood. Yet 
it is certainly possible to plan a preven- 
tive program designed to help the great- 
est number of children make the transi- 
tion from home to kindergarten with the 
least possible amount of undue tensions, 
tears and tantrums—on the part of child 
or parent.” 

Kiem, D. C. The Prevention of Mental 
Illness. Ment. Hyg. 45,1:101 (Jan.), 1961. 


Food for the Scientific Soul—aAs 
an antidote for smug satisfaction with 
our vaunted scientific progress, this 
beautiful essay is urgently commended 
to all who retain the ability to cogitate. 
It ends with this thought: “. . . instead 
of relying on an endless flow of poly- 
syllabic organic pharmaceuticals, we 
should be better equipped for the years 
ahead by a philosophy of life which 
would enable us to recognize and accept 
our limited tenure of existence, and in 
doing so, to face its end with dignity 
and courage. Tb‘. was not lacking in 
bygone generaii..-. and, as the progress 
of nature tends to move in cycles, we 
may, in time, find ourselves guided 
toward its recovery.” 

McCrure, D. M. Per Ardua ad Ardua. 
Lancet 7165:1388 (Dec. 24), 1960. 


Replacing the Asylum—This you 


may want to know a lot more about. It 
is the story of the development of the 
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Saskatchewan plan to provide psychi- 
atric care on an organized regional basis 
(eventually) in each of the Province’s 
13 health districts—to insure adequate 
local community health support, includ- 
ing supervised home care, and to create 
a better substitute for the old cheaper 
but hideous asylum-type custodial care 
that exists there, as it does everywhere 
else in North America. 


McKerracuer, D. C. Psychiatric Care in 
Transition. Ment. Hyg. 45,1:3 (Jan.), 1961. 


Second Look—The TB people will. 
of course, have long since known all 
about the findings and recommendations 
of this Arden House Conference on Tu- 
berculosis. For those ‘of us who aren’t 
TB people, this brief and eminently 
readable account of what went on there 
is just right. The conferees concluded 
that the way to get rid of tuberculosis 
was to treat tuberculosis. When all the 
known tuberculous have been treated— 
and that is a big order very far indeed 
from accomplishment—then the fancier 
case-finding activities might more hope- 
fully and profitab be undertaken. 
Please read the story: it takes only ten 
minutes. 

Pamptona, P. A. The Arden House Con- 


ference on Tuberculosis. Nursing Outlook 9, 
1:30 (Jan.), 1961. 


Hopeful News—Some of the current 
studies and investigations bent upon es- 
tablishing some sort of orderly growth 
for the ever-multiplying voluntary health 
agencies are commented upon in this 
short but encouraging recital. Our own 
APHA and the National Health Council, 
among other “peacemakers” are given 
credit for their efforts. Defining need, 
and eliminating duplication are only 
some of the points at issue. Commended 
to you here is a new book “The Gentle 
Legions” by Richard Carter (Double- 
day) for “it gives a careful analysis of 
the past and present roles of voluntary 
health agencies and sets forth the cur- 
rent issues objectively and clearly.” 
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Perkins, J. E. Recent Developments in the 
Organization of Health Activities. Sight-Sav- 
ing Rev. 30,4:195 (Winter), 1960. 


Mental Health In Action — First- 
hand accounts of solid and sustained 
experience in any phase of community 
care for the mentally subnormal and/or 
disordered are hard to come by, so this 
detailed story of what one (Br.) county 
has been doing will be of immediate 
interest to all who are concerned with 
mental health—philosophy, planning. or 
administration. 


Sourar, K. A. Hostels for Cases of Mental 
Disorders. M. Officer. 105,1:3 (Jan. 6), 1961. 


In Praise of Rocking—A Canadian 
physician informs his (Br.) audience 
that—Hollywood and the glossy maga- 
zines notwithstanding — most American 
people live in homes of wood, appro- 
priately furnished. Among the furnish- 
ings will usually be found one or more 
rocking chairs. How rocking helps old 
people’s health by mild and limited ex- 
ercise, soporific peacefulness, and family 
sociability is lovingly recounted by, most 
certainly, a devotee of the art. To each 
of his admirable points all experienced 
and confirmed rockers will append a 
sure amen. 

Swan, R. C. The Therapeutic Value of the 
Rocking Chair. Lancet 7166:1441 (Dec. 31), 
1960. 


Family Spacing Note—‘It can be 
objectively stated, therefore, that oral 
progestin-estrogen medication can be 
employed for contraceptive purposes 
with a very substantial degree of effec- 
tiveness when prescribed and used cor- 
rectly. . . . The evidence at present sug- 
gests no long-term or far-reaching 
effects.” 

Tyter, E. T. Oral Contraception. J.A.M.A. 
175,3:225 (Jan. 21), 1961. 


MCH Item—Just in case mothers ask 
you, these doctors fed 49 healthy four- 
month-old babies the newest frozen. con- 
centrated baby foods. The infants, their 
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mothers, and the researchers all liked 
them. 


Van Leeuwen, G. J., et al. New Concen- 
trated Dry Frozen Baby Foods. A.M.A. Am. 
J. Dis. Child. 101,1:18 (Jan.), 1961, 


Nine Halfway Houses — Though 
there is not much certainty about the 
effectiveness of the existing transitional 
residences for convalescing psychiatric 
patients, there is a general professional 
acceptance of their usefulness. Most are 
quite new. More are likely to be estab- 
lished in other projects for community 
participation by means of this still de- 
hated facility. Here you will find a 
revealing presentation of the pros and 


cons. 


Wecuster, H. Transitional Residences for 
Former Mental Patients: A Survey of Half- 
way Houses and Related Rehabilitation Facili- 
ties. Ment. Hyg. 45,1:65 (Jan.), 1961. 


They Want to Know—Each year 
2,600 to 3,000 write to the health editor 
of a British “woman’s” magazine asking 
help about child bearing and child rear- 
ing and a variety of miscellaneous topics 
including emotional difficulties. All let- 
ters are answered. A few are published. 
What this amounts to in service will be 
suggestive for us, it would seem. In- 
cidentally how does American interest 
in “health columns” hold up? 

Witurams, J. Health Education by Cor- 


respondence. Health Ed. J. 18,4:173 (Nov. 1), 
1960. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


A.M.A. Am. J. Dis. Child. (American Journal of Diseases of Children), Ameri- 
can Medical Association, 535 N. Dearborn St., Chicago 10, IIL. 
Health Ed. J. (Health Education Journal), Tavistock House, Tavistock Sq., 


London, W.C.1, England. 


J.A.M.A. (Journal of the American Medical Association), 535 N. Dearborn St., 


Chicago 10, Il. 


Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 
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gy ee oe (Medical Officer), Chronicle House, 72-78 Fleet St., London, E.C.4, 

england. 

Ment. Hyg. (Mental Hygiene), National Association for Mental Health, 10 
Columbus Circle, New York 19, N. Y. 

New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society, 8 The Fenway, Boston 15, Mass. 

Nursing Outlook, American Journal of Nursing Company, 2 Park Ave., New 
York 16, N. Y. 

Pub. Health (Public Health), Society of Medical Officers of Health, Tavistock 
House, Tavistock Sq., London, W.C.1, England. 

Roy. Soc. Health J. (Royal Society for the Promotion of Health Journal), 90 
Buckingham Palace Road, London, S.W.1, England. 

Sight-Saving Rev. (Sight-Saving Review), National Society for the Prevention 
of Blindness, Inc., 1790 Broadway, New York 19, N. Y. 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan 
Life Insurance Company), One Madison Avenue, New York 10, N. Y. 
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requests to the addresses given. 


Fluoridation: Culprit and Strategy 


“Totally unimpressed by the argu- 
ments advanced, usually by health or 
other faddists, that fluoridation is dan- 
gerous, immoral, unconstitutional, or un- 
scriptural” is how the Commission on 
the Survey of Dentistry in the United 
States makes its position known. 

What may be done to foster more 
fluoridation is one major preoccupation 
of Part I, “Dental Health,” of the com- 
mission’s summary report “Dentistry in 
the United States: Status, Needs and 
Recommendations.” (The other parts are 
on practice, education, and research. ) 

The report cites several reasons for 
the “immense disparity between what 
we do and what we could do to bring 
proper mouth care to all.” The defeat 
of fluoridation at the polls is tied in 
with one of them: the “astonishingly 
low priority” set on dental care by 
Americans. The average American, the 
commission says, is walking around with 
nearly four untreated cavities. By age 
50 almost every other American has 
periodontal trouble (“by age 65, nearly 
100 per cent”), to say nothing of 
“other correctable disorders that go un- 
noticed.” 

Some 42 million Americans now drink 
fluoridated water. Nearly twice that 
number do not, but live in cities of 
1,000 or more where fluoridation would 
be practicable, and at a cost of around 
eight cents per person per year, in- 
cluding amortization of equipment. Chil- 
dren exposed to fluoridated water from 
birth in that population would have 
their tooth decay rate reduced by more 
than 50 per cent. 
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The commission’s recommendations 
for increasing the availability of the 
“measurably striking benefits” of fluori- 
dation include the following: 

All agencies and professional groups involved 
should make greater educational efforts. 

Earmark federal funds for states to help com- 
munities, especially the smaller, meet the 
cost of starting fluoridation programs. 

Expand the dental health education activities 
of the American Dental Association; in- 
crease those of the Public Health Service 
through provision of assistance to the states. 

Augment the number and be guided by the 
recommendations of trained health educa- 
tors in official agencies and dental societies. 

The dental profession, official health agencies, 
and others must be more aggressive in get- 
ting adequate budgets for dental health 
programs. 

Health agencies must establish dental salary 
scales that will attract and hold competent 
individuals. 

With encouragement from the Public Health 
Service, place greater emphasis in dental 
public health programs upon research, focus- 
ing on social and behavioral studies, epi- 
demiological investigation, and evaluation of 
health education methods. 


The basic data for these and other 
recommendations will be incorporated 
in the complete report of the commis- 
sion to be published shortly as “The 
Survey of Dentistry.” Information on 
availability of the 63-page summary re- 
port from the publisher, American Coun- 
cil on Education, 1785 Massachusetts 
Ave., N.W., Washington 6, D. C. No 
price listed. The ACE appointed the 
commission, which was headed by Byron 
S. Hollinshead and included representa- 
tives from education, nursing, public 
health, dentistry, engineering, labor. and 
industry. 
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Promotes Use of Available Services 


Although local in its details “A 
Clergyman’s Guide to Health and Wel- 
fare Services in Official Agencies in 
New York State” may interest many 
agencies now in the market for new 
ideas and methods of improving referral 
systems on all fronts in the community. 
“Contributions of voluntary and private 
agencies are also of great importance. 
but would require a booklet several 
times this size (55 pages) if included,” 
the introduction notes. The text ex- 
plains the ins and outs of helping people 
avail themselves of 28 kinds of health 
and welfare services ready to be used. 
By virtue of its clarity the booklet 
could also be useful to many groups 
in a community other than the clergy. 
A directory tells where the services can 
be obtained in wpstate New York. Pub- 
lished by the New York State Depart- 
ment of Health with the assistance of its 
Religious Advisory Committee. Free to 
state residents. Nonresidents should 
write to Health Education Service. P.O. 
Box 7283, Capitol Station, Albany 1. 


Sanitation for the Migrant Home 


Some four million Americans, many 
of them construction workers and the 
military, live in mobile homes. No 
longer “trailers.” mobile homes are of 
two kinds: the dependent—no plumbing. 
etc.—and the independent. More than 
100,000 independent units are rolling 
off assembly lines now each year. A 
guide to the control of environmental 
health problems involved in the use of 
both types is “Mobile Home Park Sani- 
tation with a Suggested Ordinance.” 
A revision of “Trailer Court Sanitation” 
(1953), its authors from the Division 
of Engineering Services, Public Health 
Service, believe it is “broad enough 
in scope for nation-wide use, yet easily 
adaptable to local regulations.” Based 
on the latest in design, construction. and 
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operation, the text, amply illustrated, 
covers site provisions, service buildings, 
water supply, sewage and refuse dis- 
posal, insect and rodent control, and 
pertinent miscellanies. Health officials, 
park operators, manufacturers, and roll- 
ing home owners can all read this with 
benefit. Single copies from the Public 
Health Service, Washington 25, D. C. 
Printed as a public service by and also 
available from Mobile Home Manufac- 
turers Association (20 North Wacker 
Drive, Chicago 6, Ill.), the Mobile 
Homes Research Foundation and _ the 
Trailer Coach Association (West Coast). 


Protection in the High Cost of Care 


“Interim Report on Health Insurance. 
United States, July-December, 1959” 
published recently in Health Statistics 
from the U. S. National Health Survey 
reveals that about 67 per cent of the 
civilian noninstitutional population of 
the country had some form of hospital 
insurance in the period of study. Some 
62 per cent had surgical insurance; 19 
per cent had coverage for doctor-visits 
outside the hospital. Recipients of pub- 
lic welfare, Medicare, and veterans get- 
ting care under VA auspices are typical 
of the population excluded from the 
study. 

Confirming educated guesses, the re- 
port indicates that the age groups con- 
centrated in the working population. 
urban and nonfarm folk, and people 
with middle and upper incomes ac- 
counted for the highest rates of cover- 
age. Residents of the Northeast and 
North Central regions were more pro- 
tected than those in other parts of the 
country. 

People under 25 had insurance almost 
identical to that of the total health in- 
sured population cited above. Of persons 
65 and over, 46 per cent had some 
form of hospital insurance, 37 per cent 
some form of surgical insurance, 10 
per cent doctor-visit insurance. 
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This report of the NHS is concerned 
more with quantity than quality of 
health insurance coverage. The hospital 
and surgical insurance under study is 
identified only as paying “all or part 
of the bill.” Surveyors also acknowledge 
the general limitations to all data ob- 
tained by household interview: “the 
data are no better than the respondents’ 
knowledge of and willingness to discuss 
his own affairs.” This was a prelimi- 
nary study. One may hope that later 
reports will be able to make some evalu- 
ations of the quality of the benefit pro- 
visions in insurance and prepayment 
mechanisms. Public Health Service Pub- 
lication No. 584-B26, Government Print- 
ing Office, Washington 25, D. C.; 45 
cents. 

Note: A recommended companion 
piece to the interim report of the Na- 
tional Health Survey is “Voluntary 
Health Insurance and Private Medical 
Care Expenditures, 1949-59,” an article 
in Social Security Bulletin, December 
1960, by Agnes W. Brewster, Division 
of Program Research, Office of the 
Commissioner of Social Security. 

In 1959, Americans spent 5.4 per cent 
of their disposable personal income, or 
$18.3 billion, for medical care. Of this, 
72 per cent—$13_ billion—was spent 
directly by consumers and the rest was 
accounted for by insurance and _pre- 
payment arrangements. 

Interpretations of data on aggregate 
and per capita expenditures, insurance 
against medical care costs, and trends 
in insurance protection lead the author 
to a conclusion that “there has been 
relatively little growth in the past three 
years in the extent to which voluntary 
health insurance is meeting medical costs 
other than hospitalization. . . . The 
slower rate of expansion . . . in the cov- 
erage of physician services . . . cannot 
be viewed lightly by those concerned 
with removing the financial barrier to 
medical care through voluntary insur- 
ance. 


The Air We Breathe: Oil Refineries 


Since its launching in 1955, the 
“Joint District, Federal and State Proj- 
ect for the Evaluation of Refinery Emis- 
sions.” Los Angeles County, has pub- 
lished nine reports. To these it now 
adds a supplement, “Atmospheric Emis- 
sions from Petroleum Refineries: A 
Guide for Measurement and Control.” 
The Joint Project spent three years on 
what is said to be the first comprehen- 
sive field investigation into the subject. 
This 56-page booklet presents project 
findings on refinery operations with re- 
spect to equipment, operating conditions, 
products, and points of possible emis- 
sions to the atmosphere; development 
or adaptation of sampling and analytical 
methods; field testing; and evaluation, 
classification, and extrapolation of test 
results to the total petroleum refining 
industry in Los Angeles County. 

The manual interprets its findings 
both for nonexperts who need, never- 
theless, an understanding of effects and 
controls, and for technicians trained in 
air pollution control and petroleum re- 
finery. Public Health Service Publi- 
cation No. 763 (1960). Government 
Printing Office, Washington 25, D. C.: 
30 cents. 


Roles for Universities, Government 


“Scientific Progress, The Universities, 
and The Federal Government” is the 
32-page Statement of the President's 
Science Advisory Committee published 
by the White House in November. 1960. 
On the premise that the need for sci- 
entific progress is urgent, the committee 
discusses the kinship of basic research 
and graduate education. To the com- 
mittee, graduate education requires the 
experience of basic research. 

President Eisenhower writes in a pref- 
ace that the processes of basic research 
and graduate education “must be viewed 
as an integrated task. . . . The partner- 
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ship between the Federal Government 
and the nation’s universities will assume 
growing importance in the future.” 
Final recommendations deal principally 
with this partnership. Among them: 
“The university community . . . has a 
duty to inform the government clearly 
and in detail of the nature and needs 
of basic research and graduate educa- 
tion.” “The Federal Government should 
enlarge the practice . . . of providing 
research support over long terms and 
for broad objectives.” From the latter 
and other recommendations one may 
presume support of the idea that gov- 
ernment should foster institutional as 
well as project research, a concept which 
many groups in the health field share. 

As a footnote to history. chairman of 
the committee’s panel on basic research 
and graduate education was Glenn T. 
Seaborg, chancellor, University of Cali- 
fornia, now in President Kennedy's ad- 
ministration as chairman of the Atomic 
Energy Commission. Another panel 
member was McGeorge Bundy, dean, 
faculty of Arts and Sciences, Harvard 
University, now President Kennedy’s 
Special Assistant for National Security 
Affairs. 

Available from Government Printing 
Office, Washington 25, D. C., for i5 
cents. 


Ideas from Local Health Councils 


National Health Council has published 
a 43-page “Summary of Activities Re- 
ported by Local Health Councils, June, 
1960.” This describes, in capsule form, 
194 ongoing community health activities 
throughout the country. It is designed 
to stimulate the exchange of ideas and 
methods of community health planning 
principally in and among local health 


councils, official health welfare 
agencies, affiliates of national health, 


welfare. and civic organizations, and 
community planning bodies. 
Activities are presented state by state, 
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with 27 states represented. The table 
of contents also cross-references these 
activities by 31 categories of program, 
ranging from A, for Alcoholism through 
T, for Tuberculosis. Indicates whether 
descriptive materials are available and 
gives names and address of persons to 
write to locally for more information. 
National Health Council, 1790 Broad- 
way, New York 19, N. Y.; $1. 

Other NHC news: The 1961 Annual 
Meeting of the National Advisory Com- 
mittee on Local Health Departments is 
being held on March 13, preceding the 
start of the National Health Forum by 
one day. The meeting was planned as 
an exploration of methods that can be 
used to stimulate communities to study 
their own health needs, using the new 
APHA “Guide to a Community Health 
Study.” The American Cancer Society 
has become the 72nd member of the 
NHC. “Positive Health of Older People,” 
based on discussions at the 1960 Na- 
tional Health Forum, is now available 


from NHC for $2.25. 


Annual Reports 
The John and Mary Markle Founda- 


tion makes grants to Scholars in the 
Medical Sciences among its other good 
works. Topics in the 17-page intro- 
duction to its 1959-1960 Annual Report 
should stimulate some debate among 
scholars: e.g., scientific papers should 
not be used as advertising, money as 
a minor factor in grants for scholar- 
ship, the problems that come with easy 
money. the veneration of the research 
worker. But the tone of the report, 
too, accounts for the forensic impact as 
much as the material itself. With re- 
freshing candor the account draws on 
the foundation’s total experience and 
philosophy as a granting unit to pin- 
point problems at large, which it then 
relates back to the foundation’s work. 
It decries, for example, a “snob-like, 
look-down-the-nose attitude toward ad- 


ministration in medicine.” A look at 
the record then shows that somewhat 
more than 50 Markle scholars hold ad- 
ministrative posts of importance, about 
40 of them heading departments in 
medical schools. A report of many pal- 
atable parts, it also includes brief ac- 
counts of the activities of 18 scholars 
(including a bacteriologist and a mi- 
crobiologist) on five-year grants which 
started in 1955. This brevity is in 
keeping with the foundation’s desire 
not “to contribute to the publications 
explosion.” It notes that millions of 
scientific articles are “now pouring off 
the presses” each year. 

Request copies from the foundation, 


511 Fifth Ave., New York 17, N. Y. 


Long Beach (Calif.) Department of 
Public Health’s Annual Report, 1959, 
is presented in another of the novel, but 
inexpensive formats that some health 
agencies are using these days, possibly 
in search of more readership. This re- 
port takes the form of a mimeographed, 
spiral-bound, white and blue papered 
flipchart to tell in minimum copy of 
the city’s chronic and communicable dis- 
ease control, nursing, sanitation, labora- 
tory, and health education services. The 
section on each of these is introduced 
by a short statement of objectives. In- 
cidental intelligence: The health officer 


is a member of the new Council on 
Alcoholism; the health educator served 
on the planning committee for the first 
city conference on alcoholism, attended 
by over 100 persons; the Department of 
Social Welfare became a division of the 
health department during the year; the 
number of public swimming pools for 
the agency to inspect went from 75 in 
1957 to 159 in 1959; the health depart- 
ment was represented on the various hos- 
pital infection control committees in an 
effort to develop control programs within 
the hospital and out in the community. 
Information on availability of the re- 
port from Irving D. Litwack, M.D., city 
health officer. 


Speaking of novel forms and Cali- 
fornia, the San Diego Department of 
Public Health presented its third tele- 
vision annual report in 1960. As a 
public service, a local TV station as- 
signed its newsreel cameramen to film 
all the major public health events that 
could be so covered as they occurred 
throughout the year. Routine aspects 
of the agency’s work were also in the 
film, which the health department staff 
helped to edit. This was shown on TV 
on New Year's Day. 1961. After the 
TV showing, the print was made avail- 
able for private showing to a variety of 
audiences in San Diego County. 
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First Mexican Health Congress Held 


Though Mexican in sponsorship, rep- 
resentation from countries in South, 
Central, and North America made the 
First Congress of Public Health of 
Mexico very much a Pan-American 
meeting. Held in Mexico City Decem- 
ber 3-9, 1960, the congress included 
scientific sessions for members of the 
Mexican Society of Hygiene, prime 
mover for the conference, with meetings 
provided for pathologists, hospital admin- 
istrators, microbiologists, nurses, sani- 
tary engineers, and other public health 
personnel. 

In the course of the meetings dele- 
gates from Ecuador, Colombia, Peru, 
El Salvador, and the United States 
joined Dr. Sirvent Ramos, president of 
the Mexican Society of Hygiene, and 
others in exploratory and informal con- 
versations on the idea of the possible 
formation of a confederation of public 
health societies in the Western Hemis- 
phere. 

The United States was represented at 
the congress by Oliver K. Niess, M.D., 
Surgeon General of the United States 
Air Force; David E. Price, M.D., As- 
sistant Surgeon General of the Public 
Health Service; Captain Thomas Canty, 
MC, United States Navy; and Eugene 
P. Campbell, M.D., director, Office of 
Public Health, International Cooperation 
Administration. Several members of the 
Armed Forces Pathology Laboratory 
were on the programs of the Pathology 
Section. Captain Canty received a 
medal for his work in the ICA project to 
help establish a National Institute for 
Rehabilitation in Mexico. 


Ruling on Aid to Dependent Child 


Beginning July 1, the Department 
of Health, Education, and Welfare will 
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not give federal funds to public assist- 
ance-Aid to Dependent Children pro- 
grams in states which exclude an ille- 
gitimate child from benefits without 
making provision to put the child in a 
foster home or provide for food and 
shelter in another way. 

According to a report of the DHEW, 
eight states have laws that might bar 
them from ADC funds in the light of 
this new regulation. They are Georgia, 
Arkansas, Mississippi, Texas, Florida, 
Virginia, Michigan, and Louisiana. Lou- 
isiana passed a law in August, 1960, 
which refuses financial aid to any 
mother who bears an illegitimate child 
after an assistance payment. This re- 
sulted in the dropping of some 20,000 
children from assistance rolls there. That 
action was one of the promptings behind 
the emergency resolution adopted by the 
Governing Council, APHA, in Novem- 
ber, 1960, entitled “Denial of Medical 
Care to Needy Children” (A.J.P.H.. 
January, 1961, p. 119). 


Fresh Approaches to Public: Canada 


The Canadian Public Health Associa- 
tion will hold its 1961 National Con- 
vention in Regina, Saskatchewan, June 
6-8. Scheduled for June 2-5 is an 
Institute on Community Education for 
Health. Registrants for the institute 
will reconvene on June 9 after the 
national meeting for a final day of 
study. Institute sponsors are the De- 
partment of Social and Preventive Medi- 
cine and the Center for Community 
Studies, University of Saskatchewan, 
and the Department of Public Health, 
Province of Saskatchewan. Faculty will 
be drawn from these groups and led 
by George Rosen, M.D., Ph.D., pro- 
fessor of health education, School of 
Public Health and Administrative Medi- 


cine, Columbia University, and Editor of 


the American Journal of Public Health. 

The aim of the institute is to assess 
the current concepts and technics used 
in disseminating health information and 
to develop fresh approaches to under- 
standing and educating the public. Dis- 
cussions have been planned to be broad 
enough in scope to interest any profes- 
sional person in the field of health whose 
work has educational implications in 
the community. 

A cordial invitation is extended to 
members of the APHA to attend both 
the CPHA convention and the institute. 
Further information on the _ institute 
from Robin F. Badgley, Ph.D., Depart- 
ment of Social and Preventive Medicine, 
University of Saskatchewan, Saskatoon. 

(The student of Canadian medical 
care will find much to claim his atten- 
tion in “Illness and Health Care in 
Canada: Canadian Sickness Survey, 
1950-51.” Published by the Dominion’s 
Department of National Health and Wel- 
fare and Bureau of Statistics, it is avail- 
able as Catalogue No. 82-518 Occasional, 
from the Queen’s Printer and Controller 
of Stationery, Ottawa, for two Canadian 
dollars. ) 


Nation's Water Pollution a Disgrace 


More than 1,100 delegates attended 
the National Conference on Water Pol- 
lution called by the Surgeon General, 
December 12-14, in Washington, D. C. 
The conference opened with a day-long 
plenary session keynoted by Surgeon 
General Leroy Burney, and Health, Edu- 
cation, and Welfare Secretary Arthur S. 
Flemming. Dr. Burney called the pol- 
luted streams of this country a national 
disgrace. “It is tragic,” he said, “for 
the world’s richest, most powerful and 
most technologically advanced nation 
(so) to foul its own nest, limit its own 
growth and threaten the health of its 
people.” Mr. Flemming urged retention 
of responsibility for water pollution con- 
trol work by the Public Health Service. 


Four panels met the following day 
to discuss the 31 principles and recom- 
mendations for action which had been 
drawn up in advance of the conference. 
Titles and chairmen for the panels were: 


Water Pollution and Our Changing 

Times, Thomas A. McCann, Mayor of 

Fort Worth, Tex.; Meeting the Growing 

Competition for Water, E. A. Ackerman. 

executive officer, Carnegie Institution of 

Washington, D. C.; Keeping Water 

Clean, Abel Wolman, Dr. Eng., profes- 

sor of sanitary engineering, Johns Hop- 

kins University; and Research and 

Training, Gordon M. Fair, Dr. Eng.. 

professor of sanitary engineering, Har- 

vard University. 

The following are typical of the 31 
topics presented to the panels for dis- 
cussion: 

The goal of pollution abatement is to protect 
the capacity of water resources to serve the 
widest possible range of human needs. 

Development of major river basins or water 
resource areas should be a national policy: 
integrate water quality control with all water 
resource development. 

The evaluation of water pollution control 
should include consideration of health, es- 
thetic, market value, domestic, industrial, 
and agricultural factors. 

Extend water quality monitoring programs. 

Expand construction of municipal and indus- 
trial waste treatment facilities to keep pace 
with population and industrial growth. 

Require each federal installation to treat its 
wastes in accordance with standards used 
for cities and industries in the area, with 
1964 as the target date for reaching at least 
minimum requirements. 

Promote energetic recruitment of engineers 
and scientists for training at all levels. 


At the closing plenary session, the 
report of each panel was followed by 
open forum discussion. One panel pro- 
posed a national credo, including the 
following tenets: users of water do not 
have an inherent right to pollute; users 
of public waters have a responsibility 
for returning them as clean as is tech- 
nically possible; and prevention is as 
important as the control of pollution. 

Recurrent theme in discussions and 
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reports were: industry needs to accept 
as normal the production cost of re- 
moving objectionable pollution from the 
waters it discharges; foreign material in 
water is not necessarily objectionable to 
health: the Public Health Service should 
continue to be the federal agency re- 
sponsible for the protection of the na- 
tion’s water. 

The American Public Health Associa- 
tion was represented on the steering 
committee that prepared the program 
by Dwight F. Mezler, director, Division 
of Sanitation, Kansas State Board of 
Health. 

(Editor's Note: Late news is that a 48- 
page summary report, “Clean Water: A Chal- 
lenge to the Nation” has been published by 
the Public Health Service giving highlights 
and recommendations of the National Con- 
ference on Water Pollution. Full proceedings 
of the conference will be pubiished in the 
near future.) 


A Health Department Sampler 


The Utah State Board of Health has 
elevated the Mental Health Section of 
the Bureau of Medical Services to 
Bureau status, making five bureaus 
which now report to the state’s director 
of public health. Purpose is to provide 
better planning and coordination of the 
mental health programs in local areas 
of the state; also to meet the growing 
state-wide demand for preventive and 
diagnostic services and treatment. Re- 
sponsibility for local programs lies with 
the cities and counties which have the 
option to offer them and to accept state 
funds to defray a portion of the cost. 
Legislation is now being prepared to 
clarify further the responsibility and 
authority of the State Health Depart- 
ment to facilitate mental health services 
at the local level. 


New York City Department of Health 
stopped listing color and race on birth 
certificates January 1, and is reported to 
be the first community in the nation 


to do so. Color or race is. however. 
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placed on the confidential medical rec- 
ord. Although this is not open to in- 
spection or subject to subpoena, infor- 
mation from the confidential record will 
be made available to public health 
workers for statistical study and plan- 
ning. 

The commissioner of the United States 
Bureau of Indian Affairs assured the 
health department that the elimination 
of race designation in the certificate 
would not bar an Indian child from 
any tribal rights he possesses by reason 
of birth or degree of blood. (In 1959, 
44 infants—most of them Mohawks— 
were born in New York City.) 


Wyoming Department of Public Health 
has established a new Division of Occu- 
pational-Radiological Health, an  out- 
growth of activities formerly assigned 
to the Division of Environmental Health. 
One of its first tasks was an_ initial 
radiological health survey of under- 
ground uranium mines. The new divi- 
sion, now primarily advisory to indus- 
try, is working toward adequate legal 
support of registration, air monitoring, 
medical equipment monitoring, and oc- 
cupational nuisance investigation pro- 
grams. Robert E. Sundin is director 
of the division. 


The Kentucky State Department of 
Health now reports on the Employee 
Health Service it created for its staff 
at the beginning of 1960. First aid 
for on-the-job injuries, physical exami- 
nations for new employees, medical his- 
tories of all employees, and a variety 
of screening examinations are provided. 
During the first year, voluntary visits 
by staff totaled 1,054. Complete physi- 
cals and health histories were done on 
212 members of the staff. 


City Health Officers Form New Group 


The health officers of the nation’s 
cities have joined in the establishment 
of the “United States Conference of 


City Health Officers.” Among its objec- 
tives are the promotion of improved 
municipal public health administration 
and the development of closer working 
relationships with the Association of 
State and Territorial Health Officers 
and the Public Health Service. 

Executive director of USCCHO is 
Harry R. Betters, chief executive of the 
United States Conference of Mayors, 
which promises to give the new group 
its full cooperation. Officers are: Hunt- 
ington Williams, M.D., commissioner of 
health, Baltimore, president; Leona 
Baumgartner, M.D., commissioner of 
health, New York City, vice-president; 
and the following trustees: George A. 
Denison, M.D., Birmingham (Ala.): 
E. R. Krumbiegel, M.D., Milwaukee; 
Sanford Lehman, M.D., Seattle; Joseph 
G. Molner, M.D., Detroit; and George 
M. Uhl, M.D., Los Angeles. 


Medical Assistance for the Aged 


The Kerr-Mills Bill, an amendment 
to the Social Security Act passed by 
the 86th Congress for Medical Assist- 
ance to the Aged (MAA), has stimu- 
lated various actions in several states. 
Michigan and West Virginia are re- 
ported to have submitted their plans 
to the Department of Health, Education. 
and Welfare, and New Mexico, Okla- 
homa, and Kentucky to have MAA 
programs in the beginning stages. 
Massachusetts passed an MAA bill in 
November. A iate report is that New 
York State may take advantage of MAA 
funds. It appears that legislators in 
Arkansas, Louisiana, Maryland, Rhode 
Island, and Virginia believe that present 
laws preclude the necessity of passing 
new ones before they can obtain MAA 
grants. Included among states said to 
be planning requisite changes in their 
laws are Georgia, Indiana, Tennessee, 
and Utah. In the balance of the states, 
some are reported as needing legislation 
but not at present planning any action. 


and some are investigating the possible 
need for legislative changes. 

In connection with the developing 
activities in MAA, the Public Health 
Service’s Division of Nursing has pub- 
lished a statement on “Medical Assist- 
ance for the Aged and Nursing Services 
in the Home.” 

This provides general information 
necessary in planning for such services 
—numbers of people affected, types of 
services authorized, methods of pay- 
ment, and so on. Its discussions of inter- 
agency and intergroup relationships 
would, moreover, be useful in the imple- 
mentation of some aspects of APHA’s 
Policy Statement on the Public Health 
Role in Medical Care. The sections on 
Information Needed by Public Assist- 
ance Agencies and Arrangements by 
State Health Departments are _illustra- 
tive of the courses of action open to 
(or required of) a health or welfare 
agency for cooperation in such pro- 
grams. The statement may also supply 
insights into other ways joint action 
may operate for the greater good of the 
public. (For copies inquire at PHS 
Regional Offices; also probably avail- 
able from the Division of Nursing in 
Washington, D. C.) 


Training in Environmental Health 


Graduate courses leading to M.S. and 
Ph.D. degrees in environmental health 
engineering are now offered at Cali- 
fornia Institute of Technology. Most of 
the work will be given in the Institute’s 
new W. M. Keck Engineering Labora- 
tories. A full-time student with a bache- 
lor’s degree in engineering should be 
able to obtain the M.S. degree in one 
academic year. Two years may be re- 
quired of those with a baccalaureate in 
science. Aim of the Ph.D. program is 
to train the candidate in the technics, 
attitudes, and rationale of research. 
Financial assistance is available in both 
programs from several sources. Further 
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information from J. E. McKee, Sc.D., 
Program Director, Environmental Health 
Engineering Program, California Insti- 
tute of Technology, Pasadena, Calif. 


The University of Illinois, having 
initiated a program leading to a master’s 
degree in nuclear engineering two years 
ago, now offers a curriculum leading to 
a Ph.D. degree in the field. Further 
information from Professor Ross J. 
Martin, Chairman of the Nuclear Com- 
mittee, University of Illinois, Urbana. 


A correspondence course in Pest Con- 
trol Technology can now be taken 
through a program sponsored by Purdue 
University in cooperation with Pest 
Control Magazine. Course material, pre- 
pared by Lee C. Truman, Ph.D., a 
practicing entomologist, is appearing in 
issues of the magazine beginning with 
the January, 1961, issue. Enrollees will 
receive examination questions and an- 
swer sheets for each of the 18 lessons. 
Registration fee is $50. Further infor- 
mation: Comptroller's Office, University 
Extension, Purdue University, Lafayette, 


Ind. 


Envisaged for the future is greater 
activity in environmental health research 
on the Harvard School of Public Health 
campus when the university’s new $2.5 
million building for the school’s Division 
of Environmental Hygiene is completed. 
Construction began in December. 1960. 
The new building is being located near 
the university's medical dental 
schools. James L. Whittenberger, M.D.. 
professor of physiology. directs the divi- 
sion. 


Other Training Opportunities 


An Institute on the Administration of 
Medical Care for the Needy will be held 
at the University of Michigan, Ann Ar- 
bor, July 10-21, 1961. Collaborating 
with the School of Public Health on the 
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Institute are the university’s School of 
Social Work, the American Public 
Health Association, the American Pub- 
lic Welfare Association, the Bureau of 
Public Assistance of the Social Security 
Administration, and the Public Health 
Service. 

The institute is open to medical and 
nonmedical personnel in state and local 
public health and welfare agencies who 
have administrative responsibilities in 
the planning, administration, and evalua- 
ton of medical care programs for the 
needy. They will discuss together the 
relationships of these programs to 
community health services and medical 
care programs for the entire population, 
explore the ways that health and wel- 
fare departments may work more closely 
together, and consider new approaches 
to the provision of medical care. Regis- 
tration fee is $50. Deadline for applica- 
tions is May 15. Further information 
from Director of Continued Education, 
School of Public Health, University of 
Michigan, Ann Arbor. 


The Graduate Summer Program of 
Statistics in the Health Sciences 
(Fourth) will be held from June 13 to 
July 28, 1961, at the University of Min- 
nesota. The curriculum will include 
course work in elementary or advanced 
statistiv«, vital records, records manage- 
ment, design of experiments, bioassay, 
sampling, demography, and_ statistical 
aspects of nutrition research, genetics, 
pharmacology, and mathematical models. 
Stipends are available to qualified stu- 
dents. Registration is limited in each 
course. Further information from Bio- 
statistics, 1226 Mayo, University of 
Minnesota, Minneapolis 14, Minn. 


PERSONALS 


Justin M. Anprews, Se.D.,* director, National 
Institute of Allergy and Infectious Diseases 
Bethesda, Md., has received the Le Prince 
Award of the American Society of Tropical 
Medicine and Hygiene. 


* Fellow. 
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Hersert M. Boscu, M.P.H.,* professor of en- 
vironmental sanitation, School of Public 
Health, University of Minnesota, has been 
named to the executive committee, Division 
of Medical Sciences, National Academy of 
Sciences-National Research Council, Wash- 
ington, D. C. 

Karuertne R. Bovucot, M.D.,* professor of 
clinical medicine, Woman’s Medical College, 
Philadelphia, Pa., is the new chief editor of 
the Archives of Environmental Health, 
official publication for the American Aca- 
demy of Occupational Medicine. 

Josern E. Cannon, M.D., M.P.H.,* formerly 
director, Division of Hospitals, Denver, 
Colo., is new director of health, Rhode 
Island Department of Health, succeeding 
Jeremian A. Datcey, M.D.,¢ who has re- 
tired. 

Joun C. Curter, M.D., M.P.H.,* formerly As- 
sistant Surgeon General for Program, PHS, 
and recently assigned as director, Central 
Health District, Allegheny County (Pa.) 
Health Department, is now assigned as as- 
sistant director, Pan American Sanitary 
Bureau, Washington, D. C. 

Nienotas J. Frumara, M.D., M.P.H.,* 
formerly director, Division of Venereal 
Diseases, is now director of the newly 
consolidated Division of Venereal and 
Communicable Diseases, Massachusetts De- 
partment of Public Health, Boston. 

Anprew C. Frecx, Jr. M.D., M.P.H.,* 
formerly associate public health physician, 
Office of Epidemiology, New York State De- 
partment of Health (Albany), is now as- 
sociate commissioner for community health 
services with the department. 

Rupoten H. Friepraicu, D.D.S.,+ formerly 
secretary, Council on Dental Health, Ameri- 
can Dental Association, is now director, 
School of Dental and Oral Surgery, Co- 
lumbia University, New York City. 

Wittiam G. Harner, Jr., M.D., M.P.H.,7 
formerly assistant district health officer, is 
now health officer, Syracuse District, New 
York State Department of Health. 

Cuartes B. Jones, D.D.S., M.P.H.,+ formerly 
in private practice at Dora, Ala., is now 
dental director, Southwest Region (Albany), 
Georgia Department of Public Health. 

Norvin C. Krerer, M.D., M.P.H.,* medical di- 
rector, Equitable Life Assurance Society of 
the United States, has been appointed chair- 
man of the 1962 National Health Forum, the 
subject of which is “Accident Prevention 
and Emergency Care.” 

Murray Kiurcnu,* formerly assistant director, 
Department of Medical Services, American 


* Fellow 
* Member. 


Medical Association, is now director of re- 
search, California Medical Association, San 
Francisco. 

R. Kuenn, formerly acting director, 
Bureau of Public Information, American 
Dental Association, is now director of pub- 
lic information, American Veterinary Medi- 
cal Association, Chicago, Il. 

Atrrep S. Lazarus, Ph.D.,* scientist-director, 
Public Health Service, assigned to Interna- 
tional Cooperation Administration, formerly 
with the United States Operations Mission 
to Korea, is now chief public health advisor, 
United States Operations Mission to El 
Salvador. 

Rocer I. Lee, M.D., acting dean, until his re- 
tirement in 1924, Harvard School of Public 
Health, has been honored by Harvard 
through the establishment of the Roger 
Irving Lee Professorship at the school. Dr. 
Lee was treasurer of the APHA, 1921-1924. 

Anna M. Marrer, R.N., M.P.H.,7 nurse di- 
rector, Public Health Service, formerly 
regional public health nursing consultant to 
the Latin American countries for the Inter- 
national Cooperation Administration, is now 
regional nursing consultant, PHS, Region 
VI, Kansas City, Mo. 

Tuomas C. formerly with the 
Bureau of Health Education, San Diego 
(Calif.) Health Department, is now health 
education associate, Los Angeles County 
Tuberculosis and Health Association. 

Stoney L. Micer, D.D.S., M.P.H.,¢ formerly 
director, Bureau of Dental Hygiene, Ala- 
bama State Department of Health, is now 
dental director, Central Region (Macon), 
Georgia Department of Public Health. 

Katuryn I. formerly instructor, 
School of Nursing, Creighton Memorial St. 
Joseph’s Hospital, Omaha, is now hospital 
nursing consultant, Division of Hospital Fa- 
cilities, South Dakota Department of Health, 
Pierre. 

F. Ranvotr Puitsrook, M.D., M.P.H.,* 
formerly assistant director, Division of Com- 
municable Disease, is now director, Divi- 
sion of Public Health Research, Develop- 
ment and Professional Training (formerly 
the Division of Training), Massachusetts 
Department of Public Health, Boston. 

Orto Ravennott, M.D., M.P.H.,* is the new 
medical director, Topeka-Shawnee County 
Health Department, Kansas. 

Lee Scuact, Ph.D., formerly instructor in 
human genetics, University of Michigan. 
Ann Arbor, is now genetics consultant. 
Minnesota Department of Health. 

Avsert V. Souxoup, formerly a district en- 
gineer, Kansas State Board of Health, is 
now a commissioned officer, Public Health 
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Service, assigned to the Indian Health Area 
Office, PHS, Billings, Mont. 

Harry M. Weaver, Ph.D.,f formerly vice- 
president for research, American Cancer 
Society, is now vice-president for research 
and development, Schering Corporation, 
Bloomfield, N. J. 

Anrra Wiccrns, formerly director of public 
health nursing, Monterey (Calif.), County 
Health Department, is now chief of nurs- 
ing, Medical and Health Division, California 
Disaster Office. 


DEATHS 


R. L. Cops, M.D.,+ medical health officer, 
Hardeman County Health Department, 
Bolivar, Tenn., on November 16, 1960 
(Health Officers Section). 

M. Exizasets Davis, M.S.P.H.,* public health 
education consultant, South Carolina State 
Board of Health, on December 20, 1960 
(Public Health Education Section). 

Eart Devenporr, C.E.,* director, Bureau of 
Environmental Sanitation, State Department 
of Health, Albany, N. Y., on December 28, 
1960 (Engineering and Sanitation Section). 

Joun K. Dorsey? of John T. Dorsey and Son, 
Chicago, Ill, in August, 1960 (Engineering 
and Sanitation Section). 

J. C. Fry, M.D.,t of Centerville, Tenn. (Un- 
affiliated). 

Marsorte L. Foster,* nutritionist, Quincy 
Health Department, Quincy, Mass. (Public 
Health Education Section). 

SrepHen E. Gavin, M.D.,¢ of Fond du Lac, 
Wis. (Unaffiliated). 

Vincent J. Gorman,t health officer and 
registrar of vital statistics, Ocean Township 
(N. J.) Department of Health, on November 
20, 1960 (Health Officers Section). 


Hersert W. Haas,+ chief, Environmental 
Health Section, Sanitary Engineering 
Branch, National Institutes of Health, 


Bethesda, Md., on September 20, 1960 (En- 
gineering and Sanitation Section). 
Foroyce R. Hereman, M.D., Ph.D.,+ consult- 
ing physician and head of section on bac- 
teriology, Mayo Clinic, Rochester, Minn., on 
August 16, 1960 (Laboratory Section). 
Cart E. Hooxines, M.D., D.P.H.,+ assistant 
professor of preventive medicine, University 
of Tennessee, Memphis, on November 28, 
1960 (Maternal and Child Health Section). 
Steven Horoscuak,* medical director, medi- 
eal research, National Drug Company, 
Philadelphia, Pa. (Laboratory Section). 
Parmer Lucas, M.D.,* clinical pro- 
fessor of pediatrics, University of Cali- 
* Fellow. 
+ Member. 
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forne Berkeley and Child 
Hea!a Section). 

Cart T. Orson, M.D.,¢ special medical ad- 
visor, Liberty Mutual Insurance Company, 
St. Petersburg, Fla., on April 1, 1960 (Oc- 
cupational Health Section). 

GermMinaL Ropricuez, M.D., M.P.H.,+ of 
Buenos Aires, Argentina. (Health Officers 
Section). 

Grace H. Sanperst of Knoxville, Tenn., in 
December, 1960 (Food and Nutrition Sec- 
tion). 

Georce W. Wueever, M.D.,¢ of Byron, N. Y., 
on June 18, 1960 (Laboratory Section). 
Homer C. Wick, Jr., M.D., M.P.H.,* deputy 
director, Hartford (Conn.) Health Depart- 
ment, on September 2, 1960 (Epidemiology 

Section). 


(Maternal 


CONFERENCES AND DATES 


American Public Health Association. 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 


State and Regional Public Health Meet- 
ings—March, April, and May, 1961: 


Alabama Public Health Association. Hotel 
Admiral Semmes, Mobile. March 16-17. 

Arizona Public Health Association. El 
Tovar Hotel, Grand Canyon. May 17-19. 

Arkansas Public Health Association. Ho- 
tel Marian, Little Rock. May 9-10. 

Colorado Public Health Association. Con- 
tinental Pueblo Mote}, Pueblo. May 
18-19. 

Georgia Public Health Association. De- 
Soto Hotel. Savannah. May 21-24. 
Idaho Public Health Association. Lewis 
and Clark Hotel. Lewiston. May 12-13. 
Illinois Public Health Association with 
Middle States Public Health Associa- 
tion. Morrison Hotel, Chicago. April 

12-14. 

Indiana Public Health Association. Sev- 
erin Hotel, Indianapolis. April 27-28. 
Iowa Public Health Association. Hotel 

Ft. Des Moines. May 18-19. 

Kansas Public Health Association. Town 
House Hotel, Kansas City. April 3-5. 
Kentucky Public Health Association. Ken- 

tucky Hotel, Louisville. April 11. 

Louisiana Public Health Association. Bent- 
ley Hotel, Alexandria. April 27-28. 

Michigan Public Health Association. 
Pantlind Hotel, Grand Rapids. May 
10-12. 

Middle States Public Health Association 
with Illinois Public Health Association. 
Morrison Hotel, Chicago. April 12-14. 

Missouri Public Health Association. Hotel 
President, Kansas City. May 8-10. 


' 


North Dakota Public Health Association. 
Memorial Building, Jamestown. April 
24-25. 

Ohio Public Health Association. Deshler- 
Hilton Hotel, Columbus. May 16-17. 
Oklahoma Public Health Association. Ho- 

tel Tulsa, Tulsa. March 8-10. 

Puerto Rico Public Health Association. 
Intercontinental Hotel, San Juan. March 
1-3. 

South Carolina Public Health Association. 
Poinsett Hotel, Greenville. May 11-13. 
Texas Public Health Association. Texas 

Hotel, Fort Worth. March 5-8. 

Utah Public Health Association. Uni- 
versity of Utah, Salt Lake City. May 
15-16. 

West Virginia Public Health Association. 
Hotel Morgan, Morgantown. May 10-12. 

Southern Branch, APHA. Sheraton Hotel, 
Louisville. April 12-14. 


Meetings of Other Organizations: 


510 


American Academy of General Practice. 
Miami Beach Auditorium, Miami Beach, 
Fla. April 18. 

American Academy of Pediatrics (Spring 
Session). Washington, D. C. April 
10-12. 

American Association for Health, Physical 
Education, and Recreation. Chalfonte- 
Haddon Hall, Atlantic City, N. J. March 
17-21. 

American Association of Industrial Nurses. 
Hotel Biltmore, Los Angeles, Calif. 
April 11-13. 

College 

Hotel, 


Health Association. 
Detroit, Mich. 


American 
Park Shelton 
April 26-29. 

American College of Nurse-Midwifery. 
Sheraton-Gibson Hotel, Cincinnati, Ohio. 
April 7-8. 

American College of Physicians. Ameri- 
cana Hotel, Miami Beach, Fla. May 
8-12. 

American Medical Association. Eighth 
National Conference on Physicians and 
Schools. Sheraton Towers, Chicago, IIl. 
March 9-11. 

American National Red Cross. Cincinnati, 
Ohio. May 8-10. 

American Nurses’ Association. Confer- 
ence on Legislation. Sheraton-Park Ho- 
tel, Washington, D. C. March 22-24. 

American Orthopsychiatric Association. 
New York, N. Y. March 23-25. 

American Pharmaceutical Association. Ho- 
tel Sherman, Chicago, Ill. Week of 
April 23. 

American Psychiatric Association. Mor- 
rison Hotel, Chicago, Il. May 8-12. 


Association of Schools of Public Health. 
Harvard University, Boston, Mass. April 
10-12. 

Association for the Aid of Crippled Chil- 
dren. New York, N. Y. April 26. 

Blue Cross Association. Edgewater Beach 
Hotel, Chicago, Ill. April 19-20. 

Child Study Association of America. New 
York, N. Y. April 10. 

Congrés International des Techniciens de 
la Santé (International Health Exhibit) 
Paris, France. April 10-15. 

Industrial Medical Association. Biltmore 
Hotel, Los Angeles, Calif. April 11-13. 

Maternity Center Association. New York, 
N. Y. March 2-3. 

National Conference on Social Welfare. 
Minneapolis, Minn. May 14-19. 

National Council on Alcoholism. Shore- 
ham Hotel, Washington, D. C. April 5-7. 

National Council on Community Founda- 
tions. St. Paul, Minn. May 11-12. 

National Council on Crime and Delin- 
quency. Atlantic City, N. J. May 21-24. 

National Council on the Aging. Confer- 
ence of National Organizations. New 
York, N. Y. April 24. 

National Dental Health Conference. Chi- 
cago, Ill. April 26-28. 

National Health Forum. Waldorf Astoria 
Hotel, New York, N. Y. March 13-16. 
National League for Nursing. Biennial 
Convention. Cleveland, Ohio. April 

10-14. 

National Multiple Sclerosis Society. New 
York, N. Y. March 7. 

National Social Welfare Assembly (Spring 
Meeting). New York, N. Y. April 18. 

National Society for Crippled Children 
and Adults. Chicago, Ill. May 22-25. 

National Society for the Prevention of 
Blindness. New York, N. Y. April 
12-14. 

National Tuberculosis Association. Nether- 
land-Hilton Hotel, Cincinnati, Ohio. 
May 21-26. 

President’s Committee on Employment of 
the Physically Handicapped. Washing- 
ton, D. C. April 27-28. 

Purdue Industrial Waste Conference. Pur- 
due Memorial Center, Lafayette, Ind. 
May 2-4. 

Royal Society of Health Congress. Black- 
pool, England. April 24-28. 

Southwestern Conference on Diseases in 
Nature Transmissible to Man. Memorial 
Student Center, Agricultural and Me- 
chanical College of Texas, College Sta- 
tion, Tex. April 27-28. 

Venereal Disease Symposium. Hotel New 


Yorker New York, N. Y. April 13-14. 
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CARIOGENIC 
| ACTIVITY 


Recent dental research confirms the importance of the time 
factor in estimating caries potential. How long are food- 
stuffs retained in the mouth? This is the critical question— 
and not, as long supposed, the quantity consumed. 

Dental research’ * * now makes it apparent that liquids, 
precisely because they pass quickly through the mouth, 
leaving only minimal residue on gums or teeth, provide 
little opportunity for caries producing activity. Explicitly, 
soft drinks are found to have virtually no relationship to 
oral conditions involved in the acidogenic theory, and may 
be fully enjoyed. Their taste appeal encourages needed 
liquid intake. They provide quick energy pickup and ready 
refreshment, which is their primary purpose. 


1 Shaw, Jas. H., Caries-producing Factors: A Decade of Dental 
Research, J. Am. Dent. A., 55:785 (Dec.) 1957. 

* Ludwig, T. G., and Bibby, B. G., Acid Production from Differ- 
ent Carbohydrate Foods in Plaque and Saliva; Further Ob- 
servations Upon the Caries-Producing Potentiajlities of Various 
Foodstuffs, J. Dent. Research, 36:56 (Feb.) 1957. 

® Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their 
Caries-Producing Potentialities, J. Am. Dent. A., 51:293 (Sept.) 
1955. 


American Bottlers of Carbonated Beverages 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American (nel of Public Health and the 
Nation’s 
15.00 
1.50 
& 1.50 
An Appraisal Method for Measu 
ousing—A_ Yardstick for Health” 
Housing is and Planners 
i I. Nature and Uses of the Method. 1945. 
Pact Appraisal of Dwelling Conditions. Vol. 
—Director’s Manual. $3.00. Vol. B—Field 
ay $2.00. Vol. C—Office Procedures. 
7.00 
Part III. Appraisal of Neighborhood Environ- 
Baker’s Devonshire Xolic. 1767. Facsimile Delta 
Rasic inci ay of Healt Housing. 2nd ed. 
$1.00 
Care of 1954. 32 75 
Chronic Disease and Rehabilitation. Program 
Guide for State and Local Health 
Control Diseases in Man. 9th 
ed 1960. 235 pp. 
2.50 
Control of Malnutrition in Man. 1960. 124 pp. .. $1.50 


Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. $7 

Directory of Public Health Statisticians. 6th ed. 
Special price to members on prepaid orders only. 


Epidemio lar 
Methododogy (Part II October 1960) $1.00 
Evaluation Schedu For use in the study and 


le. 
appraisal of community health programs ....... 


Services for 

Cerebral. 50 
Cleft Lip and Cleft Palate— 1955. 84 pp. ...... 50 
68 pp. 50 
Epi psy—1958. 124 

andicap Children 1955. 
Heart Dise 


50 


Viton and Eye Problems—1956. 112 pp. ....... 30 


Health Supervision of Young Children. A Guide 
for Practicing Physicians Child Con- 
ference Personnel. 1960. 180 pp. $3 

Housing an Aging Population. 1953. 92 pp. 

Methods for Determining Lead in Air and 
Biological Materials. 2nd ed. 1955. 69 pp. 

Nutrition Practices: A Guide for Public Health 

Principles for Healthful Rural Housing. Ist ed. 


Proposed Housing Ordinance. 1952. 24 pp. 


Public Exposure to Ionizing Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 


Public Health and Hospitals in the St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 


Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. 


Recommended Methods for the Mi 


biological 
Examination of Foods. 1958. 207 pp. ........- $4.50 


Selected Papers of Joseph W. Mountin, M.D., 
1956. 356 pp. 
Standard Methods for the Examination of Dairy 
Products. llth ed. 1960. 480 pp. ; 
Photographic Sediments Charts ............-- $2.00 


Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 
Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 
copy 
Standards for Healthful Housing: 
Planning the Neighborhood. 1960. 
Planning the Home for Occupancy. 
Construction and Equipment of the Home. 1951. $2. 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various Types of Eating 


Surfaces. February, 1953. 12 pp. ............. 25 
Resta Epidemi and Evaluation, The 

Med ical Officer's. Agee, 35 
Bookshelf on International Health. April, 1958. 3 

Bookshelf on the His: and Philosophy of Public 

Bookshelf on Social Sciences and Public 

Certain Aspects of the Microbiology of Frozen 


Concentrated Orange Juice. June, 1956. 8 pp.  .10 
Creative Health and the Principle of Habeas Men- 


Disability — Cash Benefits Versus Rehabilitation? 


Driver Behavior and Accidents. May, 1957. 8 pp. 10 
Environmental Aspects of Staphylococcal Infections 
Acquired in Hosp (symp ). April, 1960. 
Care for the Aged. February, 
Givers’ A nal Editorial. October, 1954. 4 pp. Free 
Hospitals and Public Health. Editorial. July, 1959. .10 


5 Shattuck—Still a Prophet. February, 1949. 


The al Health Department—Services and Re- 


sponsibilities. An_ official statement of the 
American Public Health Association. March, 
On the Use of Sampling in the Field of Public 
lealth. June, 1954. pp 40 
Poultry Inspection. Official. Statement APHA. 
Public Health Policy "le Radiolegical Health. 
Quo Vadis—Public Health? June, 1960. 2 pp. .. 10 
Repeated Poisonous Snakebites in Man. Editorial. 
State Health Department—Services esponsi- 
bilities. February, 1954. 20 pp. ..........-.++- 35 
Statement on Availability nt Uses of Staphy- 
lococcal Phage Typing. September, 1959. isente .25 


Suggested Home Accident Pre 
‘or Health Departments. May, 1956. 10 
i ta Health and Welfare Services. Janu- 


Sr Medical Care for the Needy. Octo- 


Order from the Book Service — Advance Payment Is Requested 
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$1.00 
50 
00 
10 
; General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. ...............--- $1.0 
Guide to a Community Health Study. 1960. 231 
pp $2.25 
G 
$1.00 
| 
10 
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REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


(Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 

Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 

Educational Qualifications of Medical Administrators of Specialized Health Activities 

Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 

Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies are available without charge 
Address requests to the 
Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N.Y. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print) 


(street) (city) (zone) (state) 

(title) (organization) 

(street) (city) (zone) (state) 

(title) (organization) (city and state) (dates) 


Please complete application on reverse side. 
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Directory of Public 


Health Statisticians 
Sixth Edition (1958) 


This edition lists the names of 1,322 
public health statisticians and, in addi- 
tion, gives job titles, degrees, agency or 
company affiliation and addresses. 


It is a book made to be useful to not only 
the statistician, but also to agencies and 
health departments. Get your copy now 
through the APHA Book Service. For the 
small cost of $1.00 a copy to Members on 
prepaid orders, and $1.50 a copy to non- 
members, you may have the latest “who’s 
who” of the statisticians in public health. 


AMERICAN PUBLIC HEALTH 


Preserve your JOURNALS 


With a Jesse Jones 


Volume File 


Specially designed and produced for 
the American Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 


direct from the: 


ASSOCIATION, INC. 


1790 BROADWAY NEW YORK 19, N. Y. 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


(Continued from previous page) 


SECTION AFFILIATION DESIRED (choose only one) 


...Health Officers ..Food and Nutrition School Health 


Laboratory Maternal and Child Health Dental Health 
Statistics ..Public Health Education Medical Care 
Engineering and Sanitation Public Health Nursing Mental Health 
Occupational Health Epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


(signature ) (address ) 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applic ants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $ ished is enclosed. Send bill to....... 
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LaMOTTE CHEMICAL 
Chestertown, Md. U.S.A. 
Specialists in 
Colorimetric Testing Methods 
pH-Chlorine-Q.A.C.-etc. 


Field kits for food tests - 
test papers - reagents - 
Blood and Urine Tests 


Send for Illustrated catalog 
Dept. PH 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 
Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


TPl 
(Treponema Pailidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 


THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


HENDENBURG AND VENABLE 


Consulting Chemists and Engineers 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 
6ll| Fifth Avenue, Pittsburgh 32, Pa. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, 

SERVICE IN THE SANITARY seen 
Industrial—Municipal—Private 
Water—Sewage—Food—Air 

Approved b Y. State Dept. of Health 
BERNARD NE MAN, Ch.E., Ph.D., Director 


PROFESSIONAL EXAMINATION SERVICE 
A Personne! Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 


and 
Merit Systems 
Examinations Field Consultation 
American Public Health 
1790 Broadway, New York 19, 
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POWERS 


COMPLETE CASE 
*** FINDING SERVICE 


For more than 25 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor's 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
XXXII 


CX. with ARODYNE 


Performance follow-through 
is important to you 


All active ingredients are chemically “locked” in each 
Diversey crystal, until it is dissolved, to insure uniform 
strength from the first solution to the last. This is true 
regardless of the number of weeks Diversol CX with 
ARODYNE may have been stored and handled in yo plant. 

No mechanically mixed bactericide-disinfectant guar- 
antee this consistent uniformity. It is your a‘ sv cance of 
more effective bactericidal, disinfecting and cleani) ; action. 

For the first time in chemical history, Diversey ‘esearch 
has produced a completely soluble crystalline sodit. n hypo- 
— with wetting action incorporated right in the 
crystal. 

Diversol CX with ARODYNE dissolves immediately ; each 
pure crystal is completely free of insolubles. Because it 


Purity and uniform- 
ity of product can be 
measured by micro- 
scopic examination of 
its crystalline structure. 
The unretouched photo (30x 
diameter) shows Diversol CX 
with ARODYNE. The wuni- 
form length, size and 
shape of the Diversey 
crystal is obvious. The 
pure, translucent ap- 
pearance is easily seen. 


goes into solution faster, it penetrates more quickly. It removes water hardness and has 
unusual free-rinsing properties. For performance follow-through and the uniform solu- 
tion strength so important to you, Diversol CX with ARODYNE is the complete answer. 

See the difference in your plant. Ask your D-Man to demonstrate Diversol CX with 
ARODYNE, or write for full details to THE DIVERSEY CORPORATION, 1820 W. 


Roscoe Street, Chicago 13, Illinois. 


*The Diversey Corporation's trade name for an active ingredient. 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE* GUN 


Note: CONCENTRATED TUBERCULIN PPD ‘'CON- 
NAUGHT’ is used for the STERNEEDLE test. Avail- 
able in | cc vials (sufficient for as many as 200 tests). 


The Automatic TB Case-Finding Device 

for the Heaf TUBERCULIN TEST 

The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 


ADVANTAGES... 
® Four (4) times faster than Mantoux. 
® Faster and more reliable than Patch test. 
® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
® No dressing required. 
® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 
® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 

® Painless. Ideal for testing children. 

® Eliminates hazardous and uncertain flame sterilization. 

® Disposable needle cartridges ELIMINATE CROSS-INFECTION. 
® Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 
Top, teft...Slip needle cartridge on guh with Po, 


plastic applicator. Remove applicator. 


Top, right...Place a drop of tuberculin PPD on 


cleansed forearm. 


Bottom, left...Piace gun on drop of tuberculin 
PPD. Pressure and release of handie automati- 


cally triggers and retracts the needles. 


THE CORP. 


266 South Dean Street, Englewood, New Jersey 


Bottom, right: Disposable needle cartridges and 
applicators may be washed and sterilized for Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 
reuse, if desired. 


*Trademark. Pat. Pend. 
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HARTER MILDRED E 
227 S THAYER ST 


ANN ARBOR MICH 


DIFCO) 


STANDARD METHODS AGAR 


Tenth Edition 1953 
Eleventh Edition 1960 


APPROVED BACTO 
A PH A FORMULA PLATE COUNT AGAR 
Pancreatic digest of casein........5g. *Bacto - Tryptone PANCREATIC DIGEST 5 
Yeast extract........... 7 Bacto - Yeast Extract 2.528 
Glucose lg Bacto - Dextrose. .Giucose 2g. 
Agar, bacteriological grade... ...15 g. Bacto - Agar 
Reaction pH 7.0 Reaction pH 7.0 


*BACTO — TRYPTONE, Pancreatic Digest Casein US P, 
has been an A PH A Standard Methods Peptone since 1923 
and a Plate Count Agar Peptone since 1939. 


According to specifications and standards of 


USP 
United States Pharmacopoeia XVI 1960 


APHA 
Standard Methods for Examination of Dairy Products XI 1960 


AOAC 
Association of Official Agricultural Chemists IX 1960 


Descriptive literature on request 


DIFCO LABORATORY PRODUCTS 
BIOLOGICS CULTURE MEDIA REAGENTS 
DETROIT 1, MICHIGAN 


